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To our parents 


Preface 


We have had two goals in preparing this book. First, we attempted to 
convey some of our excitement about the field of clinical psychology. Of 
Course, as a textbook rather than a novel, this excitement must be 
construed in a figural rather than a literal sense. While we have not 
Presented “sexy” anecdotes, we have tried to describe what psycholo- 
gists do, how ‘they approach their activities, and how they evaluate 
them. Much of the excitement about the field stems from the tre- 
mendous variety of activities clinical psychologists engage in, the social 
import of those activities, and the dynamism of applied research Gen 
developing and evaluating new clinical procedures). There are few pro- 
fessions which afford the opportunity to engage in such a diversity of 
activities (e.g., clinical practice, teaching, research, consultation), and 
also experience the personal satisfaction of providing help to others. 
Whether through direct clinical service and teaching, or indirectly 
through applied research accomplishments, clinical psychology is a 
Service oriented profession. E i 

Our second goal was to provide an empirical picture of the field. 
We consider clinical psychology to be an applied scientific discipline., 
While clinical intuition and self-appraisal can be valuable sources of 
information. we ultimately must rely on research to adequately under- 
Stand behavior and evaluate clinical techniques. Hence, we have en- 
deavored to follow descriptions of the predominant techniques and 
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orientations with up-to-date research reviews. It will quickly become 
apparent that some popular procedures have ample empirical support 
while others do not. Some are even contraindicated by the research 
literature. The reader should not be dismayed by this state of affairs. 
Rather, he or she should be encouraged by the rapid development and 
change in the field. Clinical psychology really only began after World 
War II, and there is much work yet to be done. This is part of the 
stimulus for our excitement. 

Many people have contributed to this book in either a direct or 
indirect fashion. Our faculty mentors at the Pennsylvania State Univer- 
sity (Alan S. Bellack) and the State University of New York at Buffalo 
(Michel Hersen) played a critical role in shaping our careers and attitudes 
about clinical psychology, and thus helped to shape this book. More 
recently, the challenging questions of many students and colleagues 
have stimulated continual study and reappraisal of our ideas, We wish 
to express our great appreciation to our wives and children for sacrificing 
their many evenings and weekends during which time we worked on the 
manuscript. We are grateful to Marcus Boggs for his constant en- 
couragement, high expectations, and positive feedback. Finally, we are 
indebted to Mary Newell and Lauretta Guerin for their good humor, 
patience, and hard work in producing the typed copy of the manuscript. 


Pittsburgh Alan S. Bellack 
April, 1979 Michel Hersen 


One 
Two 
Three 
Four 
Five 
Six 
Seven 
Eight 
Nine 
Ten 


Contents 


Introduction 3 

Role of the Clinical Psychologist 25 
Interviewing 56 

Psychological Testing 87 

Behavioral Assessment 133 
Psychoanalytic Psychotherapies 179 
Behavior Therapy 217 

Humanistic Approach 256 
Community Mental Health 288 
Research Methods and Problems 326 


References 361 
Author Index 387 
Subject Index 395 


Introduction to Clinical Psychology 


CHAPTER 
ONE 


Introduction 


The field of psychology had its beginning in 1879, when the first psy- 
chology laboratory was opened by Wilhelm Wundt. Clinical psychology, 
primarily an applied subdivision of the field, is even newer. While the 
term was used as early as 1896 (by Witmer), clinical psychology really 
blossomed as a profession only after World War II. In thirty-five years it 
has grown from a poor stepchild of scientific psychology and psychiatry 
to one of the premier learned professions. In terms of their numbers, 
their abilities, and the diversity of their roles, clinical psychologists have 
established themselves as an independent and uniquely skilled discipline. 
Clinical psychologists have made important scientific contributions to 
our understanding of human behavior and our ability to change it. They 
work in universities, schools, mental health centers and clinics, hospitals, 
business and industry, government, labor unions, Prisons, and in the 
Private practice of psychotherapy. In all these settings and roles, they 
Can be found in positions of leadership and in the forefront of efforts to 
increase human dignity and improve the quality of life. 

This chapter is an introduction to the field of clinical psychology. 
First, we will describe what clinical psychology is and what clinical 
Psychologists do. We will then provide a brief history of the field. Basic 
to this is the “scientist-professional” model, which has dominated the 
field since World War II. Criticisms of this model and alternatives will 
also be examined. The uniqueness of clinical psychology stems from the 
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special training of prospective psychologists. We describe typical training 
programs and include sample curricula. Internship training, with ex- 
amples, will then be described. Finally, we will briefly consider post- 
doctoral training and continuing professional development. 


What Is Clinical Psychology? 


“Clinical psychology is an applied science in which the principles of 
psychology are utilized to understand and help alleviate human prob- 
lems.” This somewhat terse statement provides a thumbnail sketch of 
the field. Like all such brief portraits, it does not do justice to its subject. 
No single statement could adequately account for the field’s diversity 
and complexity. In many respects, this entire book could be taken as a 
definition, specifying what clinical psychologists do, how they think, 
and what the field encompasses. This chapter, like the brief definition 
above, will set the stage for later material. As a first step, let us analyze 
the above definition. 

Clinical psychology is, first of all, a branch of psychology. As will 
be discussed below, clinical psychologists share much of their training 
with general (i.e., experimental) psychologists and employ much basic 
psychological knowledge in their work. Principles of learning, per- 
ception, physiology, group process and social interaction, cognition, 
and child development all play a central role in the clinical psychologist’s 
methods and in the conceptualization of human problems. Consider a 
clinical child psychologist working with a youngster who is having 
academic problems. In evaluating the problems, the psychologist might 
consider and assess the child’s perceptual ability (can he see properly?), 
neurophysiological functioning (can he comprehend the material?), and 
social-emotional development (do the problems result from psycho- 
logical difficulties, such as anxiety?). A remediation program might well 
be based on operant conditioning procedures (shaping new skills by 
systematic reinforcement). 

As the reader is well aware, psychology is a scientific discipline. 
Clinical psychology, too, has a strong scientific basis. Not only is the 
clinician’s knowledge based on scientific research, but (traditionally) he 
or she is trained as a scientist. The preeminent model used in training 
clinical psychologists is the scientist-professional model. This scientific 
training serves clinical psychologists in three ways: (1) they are prepared 
to conduct research to add to our basic knowledge about human be- 


INTRODUCTION 5 


havior, as well as how to assess it and change it in a therapeutic 
direction; (2) they are trained to evaluate systematically their own (or 
their colleagues’) clinical services; and (3) they are sophisticated con- 
sumers of new research, so that skills are continually upgraded along 
with advances in knowledge. These three advantages are sometimes 
more apparent in theory than in practice, and some clinical psychologists 
have questioned the wisdom of scientific training. We will consider these 
arguments, pro and con, in a later section. The types of research 
conducted by clinical psychologists will be described in Chapter 10. 

According to our definition, clinical psychology strives to “under- 
stand and help alleviate human problems.” An applied discipline, it is 
allied with other human service and mental health professions in an 
effort to eliminate distress and improve the quality of life for all people. 
As scientists, clinical psychologists work to increase our understanding 
of psychopathology and psychological distress, as well as to develop 
effective treatment methods, educational programs, and prevention pro- 
grams. As practitioners, they implement these various services and 
programs. Besides conducting psychotherapy and psychological assess- 
ments, they develop and implement educational and remedial programs 
for children, the mentally retarded, and severely disturbed psychiatric 
patients. They develop social service programs for communities and 
special groups such as the aged, juvenile delinquents, alcoholics, and 
drug addicts. They also do extensive consultation and teaching. This 
vast range of clinical and service activities will be considered in Chapters 
3-9, 

Clinical psychology has been described (with some fondness) as a 
“schizophrenic” occupation, with a dual emphasis on science and human 
service. On the one hand, the clinical psychologist is a scientist, with an 
unyielding curiosity and a need to know. Inquisitiveness about human 
behavior is one of the primary motives of prospective clinical psy- 
chology students and helps to shape their activities and approach after 
graduation. Why do people become anxious? Why does the schizo- 
phrenic have hallucinations? What causes depression? Why does this 
Person not get along with anyone? Why is that person so painfully shy? 
This side of the profession involves an objective, dispassionate, and 
often skeptical approach to the world. ; 

On the other hand, clinical psychologists are concerned about other 
people. They see distress and suffering and have a desire to help. They 
are interested in people and are motivated to listen, to be sympathetic, 
to do something for others. The vast majority of students who seek to 
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become clinical psychologists do so precisely for this reason. Thus, most 
clinical psychologists spend much of their time directly serving people. 
They are humanists and generally politically and socially liberal. They 
are concerned with injustice, prejudice, poverty, and other aspects of 
human welfare, as well as with psychological difficulty. This side of the 
profession is more aligned with the humanities than with science. It 
involves introspection, philosophy, values, and subjectivity. Clinical 
psychologists are (and need to be) concerned, sensitive, feeling people. 
These two seemingly incompatible orientations, scientist and hu- 
manist, have created much controversy in the field. It has been argued 
that the disparity is basic and will ultimately lead to a split between 
scientists and practitioners. However, thus far they have been success- 
fully combined to produce a unique, dynamic, and vital profession. The 
combination of research and clinical skill is a hallmark of clinical 
psychology, and is probably responsible for the profession’s rapid and 
extensive development. It is also important in the tremendous diversity 
of roles clinical psychologists fill (see Chapter 2). If the field is “schizo- 
phrenic,” it appears to be coping with its difficulties extremely well. 


Psychology as a Profession 


So far, we have referred to clinical psychology as a profession. This term 
raises clinical psychology above the level of an art or a trade and equates 
it with medicine and law (Peterson, 1976). A profession is defined by the 
following: (1) a set of techniques which evolve from a science or theory, 
which require considerable intellectual activity to employ, and which 
must be applied differently for different problems; (2) a professional 
society in which membership is based at least partially on competence; 
and (3) a code of ethics and a commitment to work (at least in part) for 
the benefit of society (Peterson, 1976). 

Referring to clinical psychology as a profession has more than 
semantic importance. It reflects status, influence, income, and the free- 
dom to function in an independent and responsible manner (rather than 
under the direction of some other profession). The medical profession, 
arguing that clinical psychology is not a qualified mental health pro- 
fession, has attempted to limit the right of psychologists to practice 
psychotherapy independently. However, the professional status and 
competence of clinical psychologists are now widely recognized by both 
the law (e.g., see Chapter 2 on the licensing of psychologists) and the 
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public. Clinical psychologists have been elevated from a limited role— 
primarily under the direct supervision of psychiatrists—to positions of 
responsibility, authority, and self-determination. 

The American Psychological Association, the professional organi- 
zation of psychologists, has identified twelve criteria which psychologists 
meet as professionals. These criteria clarify the principles which guide 
the profession. Psychologists: 


1. Guide their practice and policies by a sense of social responsibility. 

2. Devote more of their energies to serving the public interest than to 
“suild” functions and to building ingroup strength. 

3. Represent accurately to the public their demonstrable competence. 

4. Develop and enforce a code of ethics primarily to protect the client 
and only secondarily to protect themselves. 

5. Identify their unique skills and focus on carrying out those functions 
for which they are best equipped. 

6. Cooperate with other professions having related or overlapping skills 
and common purposes. 

7. Balance the efforts devoted to research, teaching, and application. 

8. Further communication among “discoverers,” teachers, and appliers of 
knowledge. 

9. Avoid nonfunctional entrance requirements into the profession, such 
as those based on race, nationality, creed, or arbitrary personality 
considerations. 

10. Insure that their training is meaningful in terms of their later functions. 

11. Guard against prematurely adopting any technique or theory as a final 
solution to problems. 

12. Strive to make their services available to all who need help, regardless 
of social and financial considerations (APA, 1968, pp. 199-200). 


Clinical Psychology Versus Other Mental Health Professions 


In addition to clinical psychology, there are many professional and 
subprofessional groups which provide mental health services to the 
Public. In some cases their roles, activities, and responsibilities vary with 
their training and skills. Frequently activities overlap, causing confusion 
about the differences between groups and their areas of competence. 
Clinical psychologists earn the Ph.D. or Psy.D. degree after four or 
More years of graduate school training beyond the bachelors degree (see 
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below). They also have a full-time, one-year internship (or two years 
half-time) to refine their clinical skills. They are trained to do research 
and to conduct psychological assessment (see Chapters 4, 5, and 10) and 
treatment (see Chapters 6, 7, 8, and 9). Some clinical psychologists seek 
postdoctoral training to become proficient in a specialized area (e.g., 
neuropsychological assessment). When clinical psychologists work with 
other professionals on an interdisciplinary “team,” they typically are 
uniquely qualified to perform psychological assessments and to plan 
and conduct research (e.g., to evaluate the quality of services or deter- 
mine the types of patients who profit from specific services). 

Psychiatrists are physicians who specialize in psychiatry. They 
receive M.D. degrees after attending medical school to receive a general 
medical education. Following a one-year internship, they take a three- 
year psychiatric residency, during which they learn the skills of the field 
of psychiatry. Since they are physicians, psychiatrists are legally per- 
mitted to prescribe medication. They are also specially skilled in diag- 
nosing medically related psychiatric difficulties and in treating severe 
psychopathology. Some psychiatrists receive training in verbal psycho- 
therapy (especially psychoanalysis), and some are trained to conduct 
research. However, they are uniquely qualified to use biological treat- 
ments (i.e., drug therapy). 

Psychiatric social workers generally earn the Master of Social 
Work (M.S.W.) degree after two years of graduate training. While some 
are trained in a variety of psychological treatments, most concentrate on 
family case work. They conduct extensive family interviews, visit clients 
in their homes, and attempt to help by using relevant community 
resources (e.g., finding jobs for ex-patients). Psychiatric nurses also 
perform psychotherapeutic interventions. More often, they provide 
general nursing care and supplemental treatment services for psychiatric 
inpatients (e.g., helping to foster social interaction). 


Development of the Profession 


The field of clinical psychology has no clear trail of milestones oF 
discoveries which mark its early development. Rather, it evolved slowly 
out of other disciplines and bodies of knowledge in an almost random 
and coincidental fashion. Interest in human behavior, especially mal- 
adaptive or pathological behavior, can be traced back through history. 
For example, William Shakespeare was a brilliant observer of human 
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nature and motivation; many of his character sketches are valid today. 
Philosophical analyses and arguments about human nature, such as 
those of Hobbes and Locke, are also part of the background of clinical 
psychology. Similarly, Darwin exerted an important influence by bring- 
ing the study of humanity into the arena of science. In fact, the some- 
what conflicting values of science and philosophy are a continuing 
major source of controversy for clinical psychology. 

More direct lines for the development of the field are usually traced 
back to the later nineteenth century (Watson, 1953). After Wundt’s 
development of the first psychology laboratory in 1879, the systematic, 
scientific study of human behavior became more important. This impor- 
tance was shown by the so-called “psychometric tradition” —the empha- 
sis on careful and specific measurement. In 1890, James McKeen Cattell 
coined the term “mental tests” to refer to the procedures for measuring 
psychological processes such as sensation and perception. This was the 
unofficial beginning of the resting movement. Mental testing became 
not only the backbone of the field but also the major source of activity 
and professional identity for clinical psychologists for the next sixty 
years. One milestone was the first useful intelligence test, published by 
Alfred Binet in 1905. Developed for use in the Paris school system, this 
test (by Binet and his colleague, Simon) showed that children could be 
compared and classified according to intellectual level. Previously they 
were had been categorized as only normal or retarded. As a result of this 
refined measurement, Binet’s work also led to new training programs for 
the more educable mentally retarded. This gave impetus to applied 
Psychology in general. 

The second major source in shaping the field was the “dynamic 
tradition”—the interest in human motivation, needs, drives, and psy- 
chological processes. This emphasis was stressed by William James and 
G. Stanley Hall—two of the important academic psychologists of their 
time. However, the most significant influence was the work of Sigmund 
Freud. Freud’s work, of course, had a tremendous impact on the entire 
Mental health field. His emphasis on intrapsychic processes and psycho- 
dynamics was revolutionary at the time. Curiously, his initial impact 
was much greater on psychology than on psychiatry (Garfield, 1965), 
His writings created much interest in the psychological basis of be- 
havior, as well as in the possibilities of using psychological approaches 
to change behavior. 

The term clinical psychology apparently was first used by Lightner 
Witmer, who in 1896 established the first psychological clinic at the 
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University of Pennsylvania (Garfield, 1965; Watson, 1953). Psycholo- 
gists at that clinic, and in general over the next twenty years, worked 
primarily in the area of testing and educational or rehabilitative pro- 
graming for children. It was not until World War I that clinical psy- 
chologists really began to work with adults. The United States armed 
forces, faced with a sudden dramatic expansion, needed some way to 
sort and classify recruits. Given their expertise in the area of psycho- 
metrics and test construction, Psychologists were enlisted to develop 
classification procedures. Two group intelligence tests (Army Alpha and 
Beta), along with a personality test (the Woodworth Personal Data 
Sheet), were created to meet this need. The success of these devices led 
to a rapid increase in the use of testing and the development of numerous 
other tests over the next several years. The profession during the period 
was further enhanced by the development of projective tests, including 
the Rorschach and Thematic Apperception Test (see Chapter 4). With 
their special expertise in this area, clinical psychologists became in- 
creasingly identified and valued as psychodiagnosticians. 

While the field was gradually growing, clinical psychology was not 


a recognized profession prior to World War II. Few psychologists 
identified themselves as clinicians, and th 
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Veterans Administration and the U.S. Public Health Service asked the 
American Psychological Association (APA) to develop and publicize a 
training plan. In response, the APA convened a committee of leading 
figures, led by David Shakow. The resulting plan, referred to as the 
Shakow Report (APA, 1947), was published in 1947 and has served as a 
blueprint for the field ever since. The few training programs in existence 
at the time quickly adopted the plan in order to qualify for federal 
funding, as well as because of its inherent good sense. In 1949 a national 
conference on training in Boulder, Colorado, reaffirmed the Shakow 
recommendations, which then became known as the Boulder Model 
(Raimy, 1950). This model (see below), which underscores the scientist- 
Professional concept, is still the basic approach for training clinical 
Psychologists. In the thirty years since the Boulder Conference, the 
number of clinical psychologists has grown dramatically. Their num- 
bers, their occupational roles, and their influence in society as well as in 
their job settings have increased geometrically. This growth is greatest in 
the United States. While clinical psychology exists in other countries, it 
is primarily an American profession. First, the U.S. government has the 
money to underwrite the cost of training by providing fellowships and 
traineeships to students. Both the Veterans Administration and the 
Public Health Service have continued their funding since the end of 
World War II. This support has promoted the development of new 
Sraduate training programs, as well as permitting graduate study for 
Many students who could not otherwise afford it. Second, national, 
State, and local governments are major employers of clinical psycholo- 
gists. Third, the country as a whole demands and supports social ser- 
vices, not the least of which is mental health care. While many clinical 
Psychologists are in private practice or work in the private sector (e.g., 
industry), the majority owe their training and employment to the public. 


Training of Clinical Psychologists 


The Boulder Model, which called for the training of clinical psychologists 
as scientist-professionals, was almost universally adopted after the con- 
erence report was published. It remains the dominant approach to 
training today. However, it has come under increasing fire in recent 
years, and new models have been offered. The basic question is, is it 
feasible to train people to be both scientists and professionals? Given the 
growing doubts, many strictly professional programs have been pro- 
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posed. In fact, the most recent national training conference, held at Vail, 
Colorado, in 1973 (Korman, 1976), advocated that practitioners and 
researchers be trained independently. In this section, we will describe 
and compare these alternative models and provide examples of the types 
of graduate programs they produce. 


The Boulder Model 


As stated above, the Boulder Conference adopted the Shakow Report 
almost completely. That report provided certain general principles which 
were to guide the nature of training, as well as specific recommendations 
for actual programs. First, the clinical psychologist was to be trained as 
a psychologist, sharing a common core of knowledge with other psy- 
chologists. The training program was to be as rigorous as that of the 
traditional doctorate. This recommendation has placed an added bur- 
den on clinical students, who must learn clinical skills as well as the 
various academic and research skills mastered by their nonclinical col- 
leagues. Also, the clinical psychologist was to earn a doctoral degree; 
bachelors and masters level training were presumed to be inadequate. 
The Shakow Report emphasized that clinical psychologists should 
not be trained as technicians, who would only be capable of performing 
a limited number of tasks (e.g., giving intelligence tests). Rather, they 
were to be trained as scientist-professionals, capable of conducting 
research as well as being sophisticated consumers of the research litera- 
ture. This dual role was considered especially important since the field 
was just beginning to develop. Little was known about the nature or 
causes of psychopathology, and the effectiveness of available treatment 
techniques was uncertain. Thus, the report recommended a training 
strategy which would both advance the state of knowledge and allow 
clinical psychologists to continually update their skills as the field 
developed. 
One implication of this recommendation was that courses should 
focus on theory and principles rather than only teach specific technical 
skills. The clinician would then have a solid basis on which to generate 
and integrate new ideas. Second, students should take courses in re- 
search methods (e.g., statistics) and conduct at least one independent 
research project (i.e., the dissertation). In practice, most programs re- 
quire students to conduct a master’s thesis, which is a small-scale 


INTRODUCTION 13 


research project, as well as a dissertation. Third, students should be 
imbued with a sense of scientific skepticism. Rather than accepting ideas 
and procedures on faith, they should have a questioning attitude, asking 
“why” and “how” and looking for evidence. 

The training program must also develop clinical skills. It was 
recommended that clinical, academic, and research activities be inte- 
grated throughout the program. The hope was that these potentially 
contrasting activities would complement one another, rather than being 
discrete or incompatible. Clinical training would take three forms. First, 
research activities and courses would refer to clinical material and 
issues, Essentially the entire program was to be relevant to clinical 
training. Second, students would participate in clinical practicum from 
their first year. For beginning students this might entail interviewing 
and testing, observing advanced students, and participating in clinic 
conferences. Later, students would learn to perform psychotherapeutic 
interventions and conduct extensive assessment procedures. Many 
graduate programs operate their own mental health clinics in order to 
Provide practicum training. Faculty members supervise and serve as role 
models, Other programs rely on community agencies to provide training 
Opportunities. The third form of clinical training is the internship. This 
is a concentrated period of clinical work, either for one year full time or 
two successive years half time, generally in the third or fourth year of 
graduate school. The student spends the year immersed in clinical work 
in the field (e.g., at a psychiatric hospital), often geographically removed 
from the university. Practicum training is viewed as preparation for the 
internship, during which clinical skills are refined and the student en- 
Counters more seriously disturbed persons. 

Two other recommendations in the Shakow Report also warrant 
comment. The training program was to encourage intensive “self-evalu- 
ation.” Students were expected to become aware of their own motives, 
values, anxieties, and biases so that these factors would not interfere 
with clinical work or appraisal of the literature. One way to do this 
IS through intensive, one-on-one therapy supervision, in which the 
Student’s clinical activity is carefully examined and discussed. In this 
Manner, the student might be made aware of a consistent blind spot, 
anger, anxiety, or other problem. Another way for the student to gain 
Self-knowledge is through personal psychotherapy. Some programs 
€ncourage all students to undergo therapy, but in most cases this is left 
to the student’s discretion. It was also recommended that the program 
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foster a sense of social responsibility. The clinical psychologist was 
expected to have a commitment to society, as well as to him or herself 
and any particular client. This is consistent with the APA guidelines for 
the profession. 


The Scholar-Professional Model 


The Boulder Conference model for training has promoted the tre- 
mendous growth of clinical psychology. Its value is reflected in the 
increased number and success of programs based on the model. Most 
such programs have thirty to fifty student applicants for each opening. 
The job market for clinical psychologists remains solid, in contrast to 
the decreasing demand for nonclinical psychologists and many other 
professionals. The blend of research and clinical training is unique 
among the mental health professions and gives clinical psychologists a 
special identity and repertoire of skills. Nevertheless, the scientist- 
professional aspect of the model has recently come under increasing fire, 
and its utility has been severely challanged (cf. Coffey, 1970; Derner, 
1975; Korman, 1974; Peterson, 1976). 

The basic criticism is that training students as scientists and pro- 
fessionals may be desirable in theory but is impossible in practice. 
Several factors have led to this conclusion. Most people who wish to 
become clinical psychologists have primarily applied interests. They 
want to become clinicians; their attitudes toward research activities and 
Statistics often range from disinterest to hostility, and they attend re- 
search classes quite unwillingly. Conversely, graduate programs are 
controlled and conducted by academic (i.e., research oriented) faculty 
members. They are neither skilled clinicians (since they do not do much 
clinical work) nor committed clinical supervisors. Finally, it is argued 
that there is simply not enough time to train people to be competent 
scientists and competent clinicians. Too often, the graduates of Boulder 
Model programs are mediocre in both spheres rather than experts in 
either or both. 

Several noted figures in the field have advocated separate training 
for students interested in professional as opposed to research careers 
(Derner, 1975, 1976; Peterson, 1976). The 1973 Vail conference on 
training reached the same conclusion (Korman, 1974). In addition to the 
arguments presented above, it was felt that clinical knowledge and 
techniques are now so well grounded that the major justification for the 
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Boulder Model is no longer valid. While further research and the 
training of scientists were certainly to be encouraged, the training of 
practitioners was now seen as justifiable and necessary. 

Gordon Derner (1975, 1976) has used the term scholar-professional 
to describe the new model for training. This term stresses that clinical 
Practitioners should not be technicians, but should receive rigorous 
training which emphasizes a scholarly, creative, and sophisticated ap- 
Proach to the clinical enterprise. 


Ina clinical psychology program that strives for excellence in preparation 
for clinical practice, the core of substantive courses and seminars will offer 
depth in scholarship but clearly relevance will serve as a crucial criteria 
[sic] for inclusion of such course or seminar. The program will be marked 
by extensive and intensive clinical practice from the first year under 
qualified clinical practitioners and the program will have available and 
encourage students to have a personal therapy experience. The scholar- 
ship will be encouraged through continuing reference to the literature of 
the field and the culminating scholarly production, the dissertation, will be 
relevant to the person’s career goal of clinical service (Derner, 1975, p. 3). 


Several strategies have been proposed for scholar-professional pro- 
grams. Derner advocates the Doctor of Philosophy (Ph.D.) as the 
Professional degree, regarding it as the pinnacle of academic achieve- 
ment. Others (cf. Peterson, 1968) have suggested that the professional 
Status and competence of clinical psychologists would best be represented 
by a new degree: the Doctor of Psychology, or Psy.D. According to this 
View, the Ph.D. is a research degree which does not differentiate degree 
holders by discipline (i.e., physicists, sociologists, psychologists, and 
Others all earn the Ph.D.). In contrast, the Psy.D. is unique to psy- 
Chology and would be viewed publicly as comparable to the degree of 
Doctor of Medicine (M.D.) or Doctor of Dental Surgery (D.D.S.). 
Also, the requirements for the degree would be less restricted. Today, 
Opinion on this issue is clearly divided; which degree will ultimately 
Prevail is uncertain. . 

Another basic problem is, what is the best setting for professional 
training? Boulder Model programs are usually found in university psy- 
chology departments. Many (most?) advocates of professional training 
argue that such programs need a less restrictive setting. Two different 
Strategies have been offered. One suggests that the programs remain 
Within university settings but function as separate schools, like schools 
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of law, medicine, and dentistry (Derner, 1976; Peterson, 1976). This 
would allow for close ties with academic psychology departments, in- 
cluding joint course offerings and an interactive faculty. The other 
model calls for independent professional schools which function au- 
tonomously. The California School of Professional Psychology, which 
has several branch campuses throughout the state, is a prime example of 
this approach. In addition to the Ph.D., it offers several lower-level 
degrees for psychological aides and technicians. The independent school 
lacks the prestige and support provided by a major university, but it has 
greater freedom to develop its own programs. 


Boulder Versus Vail 


How will future clinical psychologists be trained? Professional programs 
are now well established, and more will probably be developed in the 
future. While the number of independent schools may increase, the 
university-based programs seem to have more promise because of their 
greater prestige, the availability of other resources (e.g., academic psy- 
chology faculty), and the university’s economic base. However, it seems 
unlikely that professional training programs will become the norm. 
Unlike the Boulder Report, the Vail Report has not been widely ac- 
cepted by the field. Most traditional programs still prosper, and the 
Boulder Model is still widely accepted. Furthermore, graduates of these 
programs are still highly regarded by the public and other mental health 
disciplines. 

Our feeling is that the Boulder Model still represents the most 
reasonable way to train clinical psychologists. As Leitenberg (1974) 
notes, the scientist-professional approach is not designed to train labora- 
tory researchers and practicing psychoanalysts. It is most suited for train- 
Ing applied Tesearchers—people who can do clinical work, evaluate it, 
and develop empirically based clinical procedures or programs. Effective 
therapeutic techniques cannot be developed solely in the laboratory, 
without clinical Sophistication and clinical trials, The researcher must 
know what depressives or phobics are like and what it means to work 
with them in order to devise reasonable interventions. Conversely, We 
do not know enough to justify the uniform adoption of today’s tech- 
nology. As Chapters 3 to 10 will show, every clinical technique used 
Today is under continuing evaluation. We also believe that doctoral-level 
training is unnecessary for most clinical techniques. Technicians can be 
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trained to conduct assessments and treatments. The doctoral-level pro- 
fessional can thus train and supervise, develop programs, and evaluate 
programs and procedures. Boulder Model clinical psychologists are 
those best qualified to conduct such critical applied research. High- 
quality professional programs may be appropriate for those who have 
no desire or ability for research. However, we believe they cannot totally 
Substitute for Boulder-type programs. 


What Is Graduate School Like? 


The Boulder and Vail training conferences provided general guidelines 
but did not specify the form and content of graduate programs. Based 
On these conferences, the APA has developed a set of standards for 
evaluating programs and provides accredidation for those which meet 
the criteria. But, like the conference recommendations, these criteria 
simply provide a framework and set acceptable limits. Ultimately, each 
graduate program determines its own curriculum, requirements, and 
method of operation. No two graduate programs are exactly alike. In 
fact, no two students in any particular program have exactly the same 
Course of study and activity. Almost all programs have some required 
Courses and activities, but beyond these, students tailor their graduate 
Career to their own needs, interests, and career goals. 

Most programs are geared for three years of full-time study on 
Campus followed by one year of internship. It is not unusual for a 
Student to extend the time on campus. Some students devote a fourth 
year to dissertation research, either before or after the internship. In 
most programs, the first-year curriculum consists mainly of required 
Courses. Students also become involved in research (in Boulder Model 
Programs) and practicum activities. Many programs have some required 
Courses in the second and third years, but most work beyond the first 
Year is elective. Much time is also devoted to research and practicum. 
.-0St Boulder Model programs require the student to complete two 
dependent research projects: the masters thesis and the doctoral dis- 
Sertation. The thesis is generally completed during the second year.! The 
eee 


L. Most Programs which offer doctoral degrees only accept students who plan to work toward that 
degree, However, many of these programs award the masters degree when the student finishes a 
thesis Project. Since students continue their studies without interruption, the masters degree has 
little Significance. On the other hand, there are numerous programs which offer the masters as the 
terminal degree. Students in these programs either seek employment or later apply to doctoral 
Programs. 
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majority of programs also require students to take a comprehensive 
examination at the end of the first or second year. Its format varies 
considerably, but generally covers a broad range of material and 
demonstrates the student’s potential as a scholar. 

Tables 1.1 and 1.2 present recent curricula from the University of 
Pittsburgh and Syracuse University, respectively. We emphasize the 
word “recent” since most programs gradually and continually change. 
This is because of changes in the field and in faculty and students. Both 
of these programs are designed to train scientist-professionals. Table 1.3 
consists of a recent curriculum from the Psy.D. program at Baylor 
University. This program, designed to train professionals; includes train- 
ing in “research utilization.” No dissertation is required. 

Strupp (1974) emphasizes that graduate training in clinical psychol- 
ogy is an individual, personal experience. Most programs attempt to 


Table 1.1. Ph.D. Program at the University of Pittsburgh (1978) 


FIRST YEAR 
Fall 
Statistics 
Clinical-Research Clerkship 
Clinical Assessment 
Psychopathology 
Winter 


Statistics 

Field Placement 

First Year Research 

Clinical Psychology I 
Developmental or Learning Course 
Spring 

Statistics 

Field Placement 

First Year Research 

Clinical Psychology II 


SECOND YEAR 


Fall 


Practicum 
Psychometrics 

Clinical Psychology III 
Elective 


INTRODUCTION 19 


ll-time 
limit the number of admissions each — the a 
ini -to-one ratio). Students not on ) 
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d i i i t uncommon for 
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ividual faculty-studen tic 
ae receive one hour of supervision for each hour of oie 
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work. Extensive interaction between students is also an an at e pa l 
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Table 1.1, (Continued) 


Winter 
Practicum 

Learning or Developmental Course 
Elective 

Masters Thesis 

Spring 

Practicum 

Elective 

Masters Thesis 


THIRD YEAR 


Fall 


Electives 
Dissertation 


Winter 


History and Systems 
Electives 


Dissertation 
Spring 
Electives 
Dissertation 


FOURTH YEAR 


Internship (12 months, full time) 
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Table 1.2. Ph.D. Program at Syracuse University (1977) 


First Year 


Fall 

Clinical Assessment I 

Statistical Methods in Education and Psychology II 

Advanced Personality 

Family Evaluation Practicum 

Research in Psychology: Thesis 

(Ten hours per week are required in research activity under the direction of a 
clinical faculty member.) 


Spring 

Family Evaluation Practicum 

Clinical Assessment II 

Statistical Methods in Education and Psychology III 
Seminar in Psychopathology 

Research in Psychology: Thesis 


(Ten hours per week are required in research activity under the direction of a 
clinical faculty member.) 


SECOND YEAR 
Fall 
Introduction to Psychotherapy 
Advanced Practicum in Clinical Psychology 
Experimental Design and Statistical Tests 
Research Apprenticeship (20 hours per week) 
Research Group 
Spring 
Principles of Behavior Modification 
Survey of Psychotherapy Research 
Advanced Practicum in Clinical Psychology 


Research Apprenticeship (20 hours per week) 
Research Group 


THIRD YEAR 
Fall 
Electives 


Clinical Traineeship (20 hours 

Research Group 

Elective Practica offered are: 
Family Intervention Practicum 
Clinical Behavior Therapy 


per week) 
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Table 1.2, (Continued) \, 


Spring 

Electives 

Clinical Traineeship (20 hours per week) 
Research Group 

Summer 

Electives 


FOURTH YEAR 
Fall 


Research in Psychology: Dissertation 
Electives ; 
Research, Teaching, or Clinical Traineeship (20 hours per week) 


Research Group 
Spring 
Supervision Practicum 


Research in Psychology: Dissertation ; ; 
Research, Teaching, or Clinical Traineeship (20 hours per week) 


Research Group 
FIFTH YEAR 


Internship (Full time, 12 months) 


Classes. Faculty and fellow students serve as role st te of 
feedback, and stimuli for ideas and activities. A quality gra ~ e educa- 
tion requires and results from a full-time rine Ae gat 
Not simply from attending classes and reading require ; 


Internships 


Internships vary as much as graduate programs an S ew aie indi- 
Vidually tailored by each student. Because internship = ss aad 
Vided by independent clinical agencies, students ss ey A 7 Se 
Sion in much the same way that they apply to gra pn sc =e = 
Programs provide a stipend or pay the student ai sa od sian e 
internship year. The APA provides accredidation for quality internships 


| ea eo cee 
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Table 1.3. Psy.D. Program at Baylor University (1978) 


FIRST YEAR 


Clinical Practicum 

Clinical Psychology 
Learning 

Psychological Assessment I 
Counseling Psychology 
Community Mental Health 
Advanced Psychopathology 
Developmental Psychology 


Individualized Professional Development 


Human Information Processing 
SECOND YEAR 


Clinical Practicum 
Behavior Therapy 
Psychological Assessment II 


Social Psychology and Group Dynamics 


Theories of Psychotherapy 
Group Psychotherapy 
Personality 

Clinical Procedures with Childre 


THIRD YEAR 


Clinical Practicum 
Experimental Design 
Community Psychology 


n 


Neurophysiology and Neuropharmacology 


Medical Psychology 


Psychophysiology and Biofeedback 
Case Studies in Clinical Psychology 
Individual Project in Clinical Psychology 


FOURTH YEAR 


Internship (12 months, full time) 


in the same way that it accre 
APA: 


Internships should provide t 


dits graduate schools. According to the 


he trainee with the opportunity to take sub- 


stantial responsibility for carrying out major professional functions in the 
context of appropriate supervisory support, professional role modeling, 
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and awareness of administrative structures. The internship is taken after 
completion of relevant didactic and practicum work and precedes the 
granting of the doctoral degree. 

The internship experience is crucial preparation for the ultimate 
function as an independent professional. It should be an intensive and 
extensive experience related to the graduate program’s training objective 
(Education and Training Board, 1978, pp. 24-25). 


Internships generally give students a variety of treatment and assess- 
ment experiences with different types of patients. Frequently, there is 
also an Opportunity to engage in research, consultation, and community 
mental health activities (see Chapter 9) if the student desires. Internship 
facilities also offer seminars and lectures, often of a multidisciplinary 
nature (i.e., they are attended by professionals and students from other 
disciplines). The typical pattern of training involves a series of rorations 
across various clinical units. For example, an intern may spend three 
Months in an inpatient unit, three months in an outpatient clinic, three 
Months in a pediatric unit, and three months in an emergency service. 
Each of these rotations may be full time, or the intern may spend several 
hours each day or week on a secondary rotation. In addition to direct 
Clinical experience, the intern is closely supervised by psychologists on 
each service. By the end of the internship year, students are usually pre- 
Pared and qualified to begin their career as clinical psychologists. 


Advanced Training 


Education and training for any profession is a lifelong process. The 
lawyer must keep abreast of new statutes and court decisions, the 
Physician must be aware of new medications and procedures, and the 
Clinical Psychologist must be familiar with research findings and new 
developments in the field. Various steps are involved. For one thing, 
Professionals must continually read journals or significant new books 
throughout their career. Failure to keep up with the literature results in 
quick outdating of knowledge and potential incompetence. Another 
Practice is attendance at regional or national meetings of professional 
associations, such as the APA, the Association for Advancement of 

ehavior Therapy, and the Eastern, Southeastern, Midwestern, and 

estern Psychological Associations. These organizations each hold 
National conventions with various training opportunities: symposia, 
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workshops, seminars, demonstrations, and others. For example, an 
expert on a new therapeutic technique may lead a workshop and demon- 
strate its application. 

The clinical psychologist may wish to learn a new skill or develop a 
new area of specialization which requires extensive training. For exam- 
ple, interns often develop new interests and sometimes cannot receive 
enough training in the new area during the internship year. For this 
reason, some psychologists pursue one or two years of postdoctoral 
training. The “post-doc,” as it is called, is typically a full-time program 
which pays a stipend or salary. The training may be offered by a skilled 
researcher or clinician or by an agency. For example, the person who 
seeks training to conduct behavior therapy or work with learning- 
disabled children spends a year at an agency specializing in that area. 
Most clinical psychologists do not take post-docs. Most of those who do, 


take them immediately after their internship year, before they have 
begun their careers. 


Summary 


This chapter has presented an introduction to the field of clinical 
psychology. We first provided a definition of the field and emphasized 
its dual nature: a cross between science and the humanities. We next 
described clinical psychology as a profession, together with the criteria 
which govern the psychologist’s attitudes and activities. Then we €x- 
amined the differences between clinical psychology and the other mental 
health professions. We next looked at the brief history of the field, 
including the work of Freud, the testing movement, and the impact of 
the two world wars. World War II and its aftermath was especially 
critical in two ways: it promoted psychologists as psychotherapists and 
stimulated federal funding of training programs. 

The training of clinical Psychologists was then examined. First, We 
discussed the Shakow Report and the resulting Boulder Model of the 
Scientist-professional. Recent criticisms of this model then were men- 
tioned, and the scholar-professional model was described. Our ow? 
views, favoring the continuation of scientist-professional training, were 
then offered. Graduate school and internship programs, including repre- 


sentative curricula, were provided. Finally, we described continuing 
education for clinical Psychologists. 


CHAPTER 
TWO 


Role of the 
Clinical 
Psychologist 


In Chapter 1, we traced the development of clinical psychology. From a 
historical perspective, it is clear that major changes have occurred 
during the profession’s brief lifetime. Not only has clinical psychology 
gained in popularity—as shown by the geometric increase in the number 
of professionals—but the scope of its activities has grown dramatically, 
Asa result, the role of clinical psychologists has become more varied 
and flexible, while their prestige in many institutional settings has been 
enhanced, Of course, with an expanding role, clinical psychology has 
Sometimes encountered difficulties and resistance from other profes- 
Sonal groups (e.g., psychiatry) (see Kiesler, 1977; Matarazzo, Lubin, & 
Nathan, 1978). However, this is only natural when one expanding 
Professional group is perceived as encroaching on the territorial rights 
of another, 

In this chapter, we will examine the role of the clinical psychologist 
today in a variety of educational, research, clinical, and community 
Settings. First, let us consider what the term role means. Like McGinnies 
(1970), we believe that “The concept of role is a convenient shorthand 
Or designating certain well practiced behaviors that are specific to 
Situations in which particular individuals are involved. To ‘play a role’ is 
Simply to perform in a manner that has been reinforced in certain 
classes, or categories, or situations” (p. 228). Also, as Blanchard and 
Barlow state, (1976) “role refers to the expectations persons hold in 
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common toward any person occupying a slot or position in a system. It 
is impossible to view a role apart from its relationship to other roles 
because the expectations of one role specify behaviors toward other role 
incumbents . . .” (p. 334). These definitions should be kept in mind 
when the relationship of clinical psychology to other professions or 
other areas within psychology is discussed. 

We will first look at three traditional areas within clinical psy- 
chology: teaching, research, and clinical practice. We will consider job 
satisfaction and the typical work week of several clinical psychologists 
in each area. In addition, we will deal with new areas in clinical psy- 
chology in the 1970s and 1980s. 

Next, we will consider the clinical psychologist’s professional iden- 
tity, discussing the psychologist’s relationship to the APA and other 
professional groups (e.g., Association for Advancement of Behavior 
Therapy [AABT]; Society of Behavioral Medicine). We will also be 
concerned with publications specifically designed for clinical psycholo- 
gists. 

Then we will look at the ethical considerations of the clinical 
psychologist. Some of the principles of the APA Code of Ethics will be 
summarized and reported violations described. Finally, we will turn to 
the relationship between clinical psychology and psychology in general, 
and finally to other professional groups. Some of the problems inherent 
in these relationships will be outlined and discussed. Issues of certifica- 
tion, licensing, and other relevant legislative action regarding accredita- 
tion will be examined. 

Before describing the variety of roles carried out by clinical psy- 
chologists, we might point out that most of us in this field find the 
profession to be rewarding, exciting, and stimulating. Many doors are 
opened with the Ph.D. in clinical psychology. Consider the clinical 
psychologist working in a pediatric setting who helps parents adjust to 
their child’s chronic illness; doing psychotherapy with dying patients; OT 
working in industry to select managerial personnel and setting up insti- 
tutes to improve staff relations. These, of course, are some of the more 


unusual activities carried out by clinical psychologists. But they all are 
possible! 


Variety of Roles 


Because of their comprehensive training, clinical psychologists today 
have many employment opportunities after obtaining the doctoral degree 
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(cf. American Psychological Association, 1975; Woods, 1976). Final job 
selection often means pursuing a major area of interest during graduate 
training (e.g., teaching, clinical practice, research, consultation, or some 
combination of the four). A position that combines teaching, research, 
and clinical practice approaches the goals of the Boulder Model. How- 
ever, the ideal equal split among the three areas of endeavor is rarely 
achieved. Most often, individual career choice, luck, and financial con- 
Siderations ultimately determine the balance. In some instances, the 
financial lure of clinical practice may overshadow the desire to do re- 
search. In others, the dedicated teacher may achieve greater job satisfac- 
tion by teaching than by doing research. In still other cases, the pursuit 
of new knowledge will supersede all else. Also, in any given employment 
Setting, teaching, research, or direct clinical service will be given highest 
Priority. Thus, how a clinical psychologist pursues a career obviously 
volves many issues. 

In their 1973 survey, Garfield and Kurtz (1976) assessed the current 
activities, theoretical views, and career choice satisfaction of clinical 
Psychologists. A twenty-two-item questionnaire was mailed to one-third 
of the members of Division 12 (the Division of Clinical Psychology) of the 
APA. Within one month, 69 percent had responded; data from 855 
members and fellows of Division 12 were the basis for the final report. 

Table 2.1 shows the primary affiliations of today’s clinical psy- 
Chologists. About 33 percent are employed in clinical settings such as 

OSpitals (general and psychiatric), outpatient clinics, and medical 
chools. About 30 percent are employed in university settings. Next, 23 
Percent have private practice as their main source of income. Then 11.5 
Percent are affiliated with public schools, the federal government, re- 

abilitation centers, corporations, juvenile correctional facilities, and 
State departments of mental health. No significant differences in institu- 

Onal affiliation are found between men and women. About 47 percent 
are involved in part-time private practice work. 

The breakdown of positions h 


S 


Toles in such settings The changing role of the clinical psychologist in 


*S€ settings will be discussed later. 
rig Oe 2.2 shows how responden mont 
Practitio professionals. The vast majority 
ab. toners, whereas only 20 percent an 
©! themselves academicians and researchers. 


ts to this questionnaire view them- 
escribe themselves as clinical 
d 4.68 percent, respectively, 
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Table 2.1. Primary Institutional Affiliations 


Primary affiliation N % 

None 10 1.17 
Mental hospital 72 8.42 
General hospital 51 5.97 
Outpatient clinic 44 5.15 
Community mental health center 64 7.48 
Medical school 68 7.95 
Private practice 199 23.27 
University psychology department 188 21.99 
University, other 60 7.02 
Other 99 11.58 


Total 855 100.00 
From: Garfield & Kurtz (1976), Table 2. 


Table 2.3 presents the percentage of time devoted to designated 
activities by this sample of 855 clinical psychologists. As noted by 
Garfield and Kurtz (1976), 41 percent of professional time is used to 
provide clinical services (i.e., individual psychotherapy, group psycho- 
therapy, behavior modification, diagnosis and assessment), whereas 35 
percent is engaged in training and research (i.e., teaching, clinical super- 


vision, research, research supervision). The relatively small amount of 


time devoted to research is not at all consistent with the goals of the 
Boulder Model. However, the small proportion of time spent diagnos- 
ing and assessing clients and patients reflects the changing role of the 


Table 2.2. Primary Professional Self-Concept 


Primary view E N % 
Clinical practitioner 502 E 58.71 
Academician 171 20.00 
Researcher 40 4.68 
Consultant 4l 4.80 
Supervisor 20 2.34 
Administrator 69 8.07 
Other 12 1.40 
Total 855 100.00 


From: Garfield & Kurtz (1976), Table 3. 
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Table 2.3. Percentage of Time Devoted to 
Designated Activities 


Activity % 
Individual psychotherapy 25.07 
Group psychotherapy 4.35 
Behavior modification 2.00 
Diagnosis and assessment 9.79 
Community consultation 5.23 
Teaching 13.82 
Clinical supervision 7.78 
Research 7.04 
Research supervision 2.71 
Sensitivity group 40 
Scholarly writing 3.77 
Administration 13.21 
Other 4.82 
Total 99.99 


From: Garfield & Kurtz (1976), Table 4. 


p nical psychologist (see Chapters 4, 5, and 6). It may also indicate the 
ae use of paraprofessionals and M.A.-level psychologists, who 
cli Serving as assessors under the direct supervision of doctoral-level 
aoa psychologists (cf. Cohen, 1974; Hersen & Bellack, 1976a, 1978a). 
Bai Most clinical psychologists (54.97 percent) view themselves as ec- 
(10 " A relatively equal proportion are divided between psychoanalytic 
Stic 6 Percent) and behavioral (i.e., learning theory) (9.94 percent) 
gt, eee Compared to Kelly’s 1961 survey, fewer clinical psycholo- 
adlana T are psychoanalytic, while a much greater proportion are 
lc (see Table 7.2 for a complete breakdown). 
the Finally, in terms of career satisfaction, The 11 percent indicate that if 
tho had to do it again, they would still be clinical psychologists. Of 
dine, Who said they would select a different profession, 14.74 percent 
ieee Medicine. In discussing this survey, Garfield and Kurtz (1976) 
fn ude that “. . , one cannot ascribe any particular view or orienta- 
n to clinical psychologists in general—except that the overwhelming 
maja? are happy with their choice of career and that the views of the 
con tY of clinical psychologists lie between those at either end of the 
ntinuum” (p. 9). 
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The Clinical Psychologist as Educator and Researcher 


As Table 2.1 shows, many clinical psychologists work in settings where 
education is a primary responsibility. Of course, the type and amount of 
teaching required will vary both within and across settings. For ex- 
ample, in university psychology departments, teaching is often formal, 
with the clinical psychologist preparing and delivering lectures to large 
undergraduate classes several times a week (e.g., abnormal psychology, 
introduction to clinical psychology, tests and measurement). Generally, 
at the undergraduate level (particularly in the more basic courses), there 
is less interchange between professor and students than in graduate 
seminars. This, unfortunately (for both), is often the result of large class 
size. 

At the graduate level, teaching is often less formal, with both 
students and professor presenting material to the seminar group. This 
format creates considerable interest, interchange, and lively discussion. 
Also at the graduate level, the apprenticeship model is often followed, 
with the professor providing direct research and clinical supervision (on 
a one-to-one basis) in specially designed tutorials. However, in other 
topic areas (notably statistics), the lecture method usually prevails. 

The clinical psychologist’s teaching load in the university psy- 
chology department varies with the size of the school and the professor's 
rank. In smaller, poorly funded departments, the load is heavier than in 
larger, well-endowed departments. Also, the higher the academic rank 
(instructor, assistant professor, associate professor, professor), the 
lighter the teaching load. Generally, those with higher ranks (ass0- 
ciate professor and professor) are assigned (by clinical directors and 
chairpeople) fewer courses so that they may pursue other professional 
interests (e.g., research, consultation, and direct clinical service tO 
clients). 

To give a clearer idea of what the academic clinical psychologist 
does day to day, we include an actual schedule of an associate professo" 
from a large, well-established psychology department. This individua! i$ 
also director of the psychology clinic in his department. He has a light 
teaching load, which permits him to pursue his research interests. Pri- 
mary teaching duties consist of clinical practicum supervision, OPE 
graduate behavior therapy seminar that meets twice weekly, and researc 
supervision of graduate students. In addition to research-related activi- 


ties, he spends time in meetings and clinical consultation at a loca! 
Veterans Administration hospital. 
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Had this person been associated with a junior college rather than a 
large university, the course load would have been larger, would have 
consisted of teaching undergraduate students, and of course would have 
left much less opportunity for doing research. Also, the schedule pre- 
sented in Table 2.4 does not reflect the many additional hours worked 
evenings and weekends writing up the results of research endeavors for 
scientific publication in journals and books.! 

Clinical psychologists associated with medical schools, VA hospi- 
tals, general hospitals, community mental health centers, and institutes 
for retarded persons also teach. However, teaching, by its very nature, 
tends to be very different in such settings. The focus is on providing 
direct services, Hence, with some exceptions (i.e., medical schools and 
hospitals affiliated with medical schools), teaching is less academic and 
theoretical, more pragmatic and applied. Although some formal lectures 
(to medical students and nurses) and seminars (to psychology interns 
and psychiatric and medical residents) are offered, most of the teaching 
Consists of one-to-one supervision of diagnostic and therapeutic activi- 
ties, Moreover, in such institutional settings, the clinical psychologist 
Spends a fair amount of time training paraprofessionals (see Hersen & 
Bellack, 1978b). Indeed, as their prestige in medical settings has in- 
creased, clinical psychologists have offered fewer direct services to clients 
and patients and have become more active in training nondegreed and 

-A.-level mental health workers (Cohen, 1974). f 

Let us now consider the schedule of a young clinical psychologist 
employed in a research-oriented psychiatry department in a large medi- 
cal school, As Table 2.5 shows, this clinical psychologist (an assistant 
Professor), working on an inpatient service for highly disturbed chil- 
dren, is almost totally devoted to research. From this schedule, itappears 

at no direct service is being offered. Rather, the clinical psychologist is 
Serving as a consultant to staff (nurses, nursing assistants, special educa- 
tion teachers, research assistants), to enable them to carry out interven- 
tion Programs. ; = ~ 

In settings that emphasize clinical service, a junior clinical psy- 
Chologist undoubtedly would spend a lot of time assessing and treating 
Clients (in individual, family, and group psychotherapy). This certainly 
Would be true of ihe clinical psychologist employed in a community 
Mental health center (cf. Hollingsworth & Hendrix, 1977). 

1 Educational and research activities are discribed in one section since most research is done by 


untical Psychologists employed in university psychology departments and medical schools. How- 
r, clinical Psychologists in other settings (e.g-, VA hospitals) also engage in research. 


TE 


Table 2.4. Weekly Schedule of Associate Professor in a Psychology Department 


Time Monday Tuesday 


Wednesday 


Thursday 


Friday 


8.30 J 
9:00 Clinical practicum Spend morning 


No appointments: 


Appointments with 


9:30 supervision writing a 


spend day writing 


graduate students 


10:00 manuscript 


a manuscript 


Research meeting 


10:30 


11:00 


Read journals _ 


Lunch 


II ao | 
12:00 Lunch Lunch 


12:30 


Faculty meeting 


1:00 Appointments with | Research meeting 


Correspondence 


1:30 individual graduate ey 
2:00 students 


Graduate behavior 


| 


2:30 | Graduate behavior 


3:00 therapy seminar 


therapy seminar 


Consulting at 


3:30 Read journals 


V.A. Hospital 


4:00 


4:30 


5:00 


EE 


Table 2.5. Weekly Schedule of Assistant Professor in a Psychiatry Department 


Time Monday Tuesday Wednesday Thursday Friday 
7-8 Read Read Read Read Read 
8-9 Meet with research | Meet with research | Meet with research 

assistants 


Meet with research 
assistants 


assistants 


Meet with research 
assistants 


assistants 
Case 


Admin. paperwork Admin. paperwork 


Case 
conference 


conference 
Admin. meeting 


Admin. meeting 
Lunch 


Lunch 


Discuss clinical 
issues 


Lunch 


Write 
Write 


Write 


Admin. meeting 


Inservice 


Discuss 
Discuss clinical clinical issues 


Read 


problems of Unit 


Admin. 
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Before describing clinical psychologists as practitioners, let us con- 
sider their role as researchers. In later chapters, we will present a 
more comprehensive analysis of the kinds of research carried out. oe 
however, we should note that in most cases, the setting and the nce 
ability of subjects will influence the type of research that a given ee 
psychologist is able to pursue. For example, the clinical psychologis i 
a university setting will probably carry out theoretical analogue researc. 
with college students. By contrast, the individual in a hospital setting is 
more likely to do research with seriously disturbed patients that has 
clinical import (see Leitenberg, 1974). Such research could involve 
diagnostic comparisons or the effects of specific treatment. Individuals 
working with retarded subjects may focus on developmental factors, 
while those working with Outpatients in community mental health set- 
tings may wish to assess how well the program serves the community at 
large. 

In any event, the possibilities for doing research are limited only by 
the availability of subjects, research supports, time, and ingenuity. 
Among the areas in which clinical psychologists have made a major 
research contribution are epidemiology, Personality, psychopathology, 


assessment and diagnosis, psychotherapy evaluation, and program eval- 
uation. (See Chapter 10 for further details.) 


The Clinical Psychologist As Private Practitioner 


In the Garfield and Kurtz (1976) survey of clinical psychologists, 23 
Percent were in full-time private practice. Further, 47 percent had at 
least part-time private practice, Thus, the private sector of clinical 
psychology is a sizable Proportion. 

As a private practitioner, the clin 


services to the public, much as a dentist 
Office hours 


ical psychologist offers certain 


, clients) are seen for 


nd psychotherapy (see 
). Fees are charged for services rendered. This, of course, 
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deceased or missing and the mothers frequently migrant. There are 
middle-class children referred for the treatment of active ulcers resistant 
to medication. There are the military dependents, predominantly the 
families of enlisted men living in mobile home parks and often eating 
with the help of food stamps. I am a consultant to two children’s homes, 
working with staff and residents in a population that has been exposed 
to both economic and educational deprivation, has been frequently 
abused sexually and otherwise, has spent portions of its youth on the 
Tun, and is emerging from jail or other confinement” (p.68). This can 
hardly be considered the glorious upper-middle-class practice so often 
attributed to the private sector. Indeed, this description sounds very 
much like the kind of private practice one of the authors had when he 
did this on both a full-time and a part-time basis. 

By contrast, Taylor (1978) adds, “Of course we all ‘know’ of the 
Psychologist working a 35-hour work week at $60 per hour. His clients 


are movie stars, successful writers, and the wives of corporate execu- 


tives, with maybe a sprinkling of high-level bureaucrats. They come in 


three to five times a week for 6 or 7 years, SO he only needs about 10 
referrals a year. He hasn’t learned anything lately and the clients won't 
either, We know he is out there. Have you met him yet?” (p. 70). The 
authors of this book have known a very few that might fit this descrip- 
tion. However, they are in the minority. 


What do clinical psychologists in private practice actually do? Per- 


haps this can best be answered by looking at the schedule one of the 
authors followed when he was in full-time private practice ina suburban 
Community in Connecticut. Table 2.6 indicates three basic activities: 
Individual psychotherapy, assessment, and group psychotherapy. In 
addition, this practicing clinician (like many others in the community) 
a pe consulted at a local VA facility, supervising psychology interns in 
‘heir diagnostic assessments of patients. His schedule often extended 
through Saturday. In some instances, when married couples were seen 
together, later evening appointments were required, particularly for 


Working couples. 
Let us consider the sources of i 


co A 
nsulting room. These sources are d i ) ; 
: ith the patient, relative, friend, or 


hapter 3). They may be confirmed 


Y Psychological testing (see Chapter 
apter 5) during the assessment. At tim 
1S Is time-consuming (i.€., travel to an 


Table 2.6. Weekly Schedule of a Practicing Clinician 


Time Monday Tuesday Wednesday Thursday Friday Saturday 

8:30 

9:00 VA consultation Case conference Psychological Ind. psychotherapy | Ind. Psychotherapy | Psychological 

9:30 assessment assessment 
10:00 Ind. psychotherapy Ind. Psychotherapy | Ind. psychotherapy 
10:30 ie J 
11:00 Ind. psychotherapy Ind. psychotherapy | Ind. psychotherapy 
11:30 
12:00 Lunch Lunch Lunch Lunch Lunch 
12:30 

1:00 Read journals _| Ind. psychotherapy | Ind. psychotherapy | Ind. psychotherapy | Ind. Psychotherapy | Ind. psychotherapy 
1:30 

2:00 Ind. psychotherapy | Ind. psychotherapy | Ind. psychotherapy | Ind. Psychotherapy | Ind. psychotherapy 
2:30 

3:00 Ind. psychotherapy | Read journals Ind. psychotherapy | Ind. psychotherapy | Ind. Psychotherapy 
3:30 Group psycho- 

therapy 

4:00 Ind. psychotherapy Ind. psychotherapy | Ind. psychotherapy | Ind. psychotherapy 
4:30 


5:00 | 


ROLE OF THE CLINICAL PSYCHOLOGIST 37 


may be necessary when dealing with agoraphobics (i.e., patients whose 
symptoms will not permit them to leave home) (cf. Emmelkamp, 1979). 
Other sources of data include school and medical records and other psy- 
chiatric records on the client. 

The clinical psychologist in individual practice should be certain 
that the psychological complaint does not have a medical basis (see 
Adebimpe, 1978; Hersen, 1979). This is particularly important since 
there are some medical disorders that have major effects on psycholog- 
ical functioning (e.g., hypothyroidism or pancreatic cancer masking as 
depression). In most cases, then, clients should first have a medical 
evaluation to rule out such possibilities, even though they are rare.? 
Also, severely psychotic and depressed patients are referred to clinical 
psychologists in private practice. In these cases, biological treatment is 
indicated (e.g., antipsychotics, antidepressants). The clinical psycholo- 
gist here would be remiss in not referring the patient to a competent 
physician (e.g., psychiatrist) for that aspect of the treatment. However, 
the clinical psychologist can still continue providing psychotherapeutic 
treatment to the patient together with the biological approach. Of 
course, for the suicidal or homicidal patient, hospitalization will be 


required. 


The Clinical Psychologist as Consultant 


Although almost no clinical psychologists are full-time consultants, 
many do supplement their income with consultative work. Such services 
may be offered to VA facilities, state hospitals, state facilities for the 
Tetarded, prisons, community agencies (¢.g., group homes, naliway 
houses, juvenile correctional facilities, police departments, courts), and 
industry. In working for any of these agencies, the clinical psychologist 
is expected to offer certain expertise that, for many reasons, may not be 
available. Thus, as consultant, a specific segment of the clinical psychol- 
Ogist’s skills is being purchased. For example, a VA hospital psyehiatey 
department may be interested in applying behavior modification techni- 
ques to given patients. The clinical psychologist who is an expert in 
behavior modification may be hired one-half day per week to teach 


2. Unfortunately, this argument has sometimes been used by psychiatrists to restrict the practices of 
Clinical psychologists. Obviously, this is untenable given the precautions suggested here, which are 


undoubtedly used by most responsible clinical practitioners. 
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Obviously, being a consultant is a demanding job. In addition to 
requiring relevant knowledge, the individual needs political acumen, 
interpersonal adeptness, and good timing. It is necessary to be quick on 
one’s feet, especially when put to the test. Often the consultant will be 
asked to solve very difficult problems. This may be done because no one 
else has succeeded or simply to test the consultant’s expertise. Thus, 
in the role of consultant, the clinical psychologist with less experience 
will probably be less successful. The seasoned consultant, in contrast, is 
fully aware of the kinds of “games” consultees play. Indeed, the role 
of consultant is one of the most difficult that the clinical psychologist 
will be asked to perform. However, when done well, it can be quite 


rewarding. 


Other Roles and Specialization 


As the number of clinical psychologists has increased and the profession 
has matured, so have its role boundaries. The role of the clinical 
psychologist today far exceeds that described in Harrower’s (1965) 
excellent summary statement. For example, 19 percent of all community 
mental health centers now have a clinical psychologist as their executive 
director (see Fiester, 1978). In the late 1950s and early 1960s, the notion 
of the clinical psychologist as administrator had little credence. Indeed, 
most directors of mental health establishments held the M.D. degree. In 
addition, many clinical psychologists now serve as ward administrators 
in mental hospitals (cf. Wildman & Wildman, 1976). Others now are 
working in the emergency rooms of general medical and surgical hospi- 
tals (Barlow, 1974). This contrasts sharply with the more subservient 
role of clinical psychologists after World War 1 (i.e., psychological 
assessor in relation to the psychiatrist, who was administrator-therapist). 

The role of clinical psychologists has continued to expand. They 
have begun to work with lawyers in judicial areas of mutual concern 
(e.g., the use of corporal punishment; patients’ rights) (Bersoff & Prasse, 
1978: McCreary, 1977). For example, they have collaborated in de- 
veloping standards for using aversive techniques (see Chapter 7) in 
institutional settings. More clinical psychologists are employed in pedia- 
tric hospitals than in the past (Drotar, 1977), as well as in dental schools 
(see Melamed, 1979). The advent of behavioral medicine (i.e., the appli- 
cation of psychological-behavioral principles to the treatment of medi- 
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cal disorders) has opened up new areas for clinical psychologists in 
hospital departments (e.g., medicine, urology, neurology) formerly con- 
sidered off limits (see Epstein, Katz, & Zlutnick, 1979; Moos, 1977). An 
example here might be the use of behavioral techniques in treating 
bedwetting in children. Other innovative career Opportunities are out- 
lined in a volume edited by Woods (1976). 

In the 1970s and beyond, specialization in all fields has become the 
norm. This holds true for clinical psychology as well. In addition to 
acting primarily as an educator, researcher, or provider of direct service, 
the clinician’s roles have become more clearly defined. There are fewer 
and fewer generalists as time goes on. Even if a clinical psychologist calls 
himself a behavior therapist, that label will not fully characterize the 
activities carried out with particular types of clients. Some behavior 
therapists specialize in the treatment of children. Others are more con- 
cerned with adult neurotics. Some work with inpatients, others with 
psychiatric outpatients or medical patients (e.g., application of biofeed- 
back techniques). Still others Specialize in the treatment of geriatric 
populations. And finally, some clinical psychologists specialize in group 
or family therapy or in the assessment and treatment of a given disorder 
(e.g., obesity, alcoholism, drug addiction), 


Professional Identity 


join the American Psychological Association (APA). This is compar- 
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There are some 47,000 members* of the APA, 4,337 of whom have 
also joined Division 12 (Clinical Psychology); many clinical psycholo- 
gists are represented by other divisions of the APA. Also, since 
membership in the various divisions is not mutually exclusive, a clinical 
psychologist could belong to several divisions at the same time. Table 
2.7 presents the thirty-eight current divisions of the APA, with asterisks 
denoting those that we feel hold the most attraction for clinical psy- 
chologists. Each of these divisions represents the special interests of 
groups of psychologists. Usually a division newsletter informs members 
of developments in the area, meetings, and other information of mutual 
concern. Also, there is a definite social as well as professional value in 
belonging to a division. 

Division 12 probably best represents the general interests of all 
clinical psychologists. As a division, it has its own government and 
elected officers. Its members are strongly committed to the profession of 
clinical psychology and do their best to enhance its status. The division 
is concerned with legislation and with professional, educational, and 
Tesearch issues relating to clinical psychology. It publishes the Journal 
of Clinical Child Psychology (a scientific publication devoted to clinical 
issues with children) and The Clinical Psychologist (primarily concerned 


with professional issues of interest to clinical psychologists). 


The primary goals of the APA are clearly stated in Article I of the 


Bylaws of the Association: 

Psychological Association shall be to ad- 
d profession and as a means of promoting 
human welfare by the encouragement of psychology in all its branches in 
the broadest and most liberal manner, by the promotion of research in 
psychology and the improvement of research methods and conditions; by 
the improvement in the qualifications and usefulness of psychologists 
through high standards of professional ethics, education, and achieve- 
ment; by the establishment and maintenance of the highest standards of 
professional ethics and conduct of the members of the Association; by the 
increase and diffusion of psychological knowledge through meetings, 
professional contacts, reports, papers, discussions, and publications; 


The objects of the American 
vance psychology as a science an 


4. Membership falls into three classes: associates, members. fellows. Associate membership requires 
a master’s degree in psychology from a recognized school or two years of graduate study in 
Psychology in a recognized school. Full membership requires aaa ae from a recognized 
Program in psychology. Fellows are nominated by one of the sreapp elected by the Council 
of Representatives. Required are five years of postdoctoral experience, an outstanding contribution 


to the field, and membership in the nominating division. 
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Table 2.7. Divisions of the American Psychological Association 


1. General Psychology 

2. Teaching of Psychology 

3. Experimental Psychology 

5. Evaluation and Measurement* 

6. Physiological and Comparative Psychology 
7. Developmental Psychology 

8. Personality and Social Psychology* 

9. The Society for the Psychological Study of Social Issues—A Division of the APA 
10. Psychology and the Arts 

12. Clinical Psychology* 

13. Consulting Psychology* 

14. Industrial and Organizational Psychology 
15. Educational Psychology 

16. School Psychology* 

17. Counseling Psychology* 

18. Psychologists in Public Service* 

19. Military Psychology 

20. Adult Development and Aging* 

- The Society of Engineering Psychologists—A Division of the APA 
22. Rehabilitation Psychology 

23. Consumer Psychology 

24. Philosophical Psychology 

25. Experimental Analysis of Behavior* 

26. History of Psychology 

PAG Community Psychology* 

28. Psychopharmacology* 

29, Psychotherapy* 

30. Psychological Hypnosis* 

31. State Psychological Association Affairs 

32. Humanistic Psychology* 

33. Mental Retardation* 

34. Population and Environmental Psychology 
35. Psychology of Women* 

36. Psychologists Interested in Religious Issues 
37. Child and Youth Services* 

38. Health Psychology* 


*Refers to divisions of Special interest to clini 
Note: Division 4 (Psychometric So 
(Abnormal Psychology and Psycho 


ical psychologists. 


ciety) decided not to become a chapter member. Division 11 
therapy) merged with Division 12. 
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thereby to advance scientific interests and inquiry, and the application of 
research findings to the promotion of the public welfare (American Psy- 
chological Association, 1978a, p. xxi). 


These objectives are carried out through the APA’s Board of Directors, 
the Council of Representatives (members from all the divisions are 
included), and the membership at large. In addition to a wide variety of 
public information services, the APA publishes eighteen scientific jour- 
nals, numerous pamphlets, books, special reports of a variety of task 
forces, and a monthly newsletter (APA Monitor). At the end of each 
summer the APA holds its annual national convention, which is at- 
tended by thousands of members and nonmembers. 

Of the eighteen journals published by the APA, several are of some 
Concern to clinical psychologists: Journal of Abnormal Psychology, 
Journal of Consulting and Clinical Psychology, Journal of Personality 
and Social Psychology, Journal of Counseling Psychology, and Pro- 
fessional Psychology. Of the three most relevant to the work of the 
Clinical psychologist, the Journal of Abnormal Psychology deals with 
the study of psychopathological processes, the Journal of Consulting 
and Clinical Psychology with diagnosis, personality assessment, and 
treatment; and Professional Psychology with professional issues faced 
by the clinical psychologist (e.g. interdisciplinary relations, licensing, 
training, internship matters, innovative programing). It is very impor- 
tant for all clinical psychologists to read journals in order to keep up 
with developments in the field. Once the Ph.D. is attained, learning does 
Not stop. The clinical psychologist is (or should be) committed to using 
effective assessment and treatment strategies in addition to acting in an 
ethical fashion. As a method of continuing education, reading scientific 
journals is the mark of the true professional eager to keep abreast of the 
field. 

i Me to now, in discussing journa $ 

e have li lished by the 
there a rele a of ieee are presented in Table 2.8. Several 
of them are sponsered by associations, whereas others are directed by 


independent editors and published by large companies. 


of interest to clinical psychologists, 
APA and Division 12. However, 


Regional and Local Associations 


In addition to the national APA, there are 4 number of local, state, and 


Tegional associations that may be affiliated. Thus, a clinical psychologist 
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Table 2.8. 


Journals of Interest to Clinical Psychologists 


Journal 


Organizational Support 


Addictive Behaviors 
American Journal of Psychotherapy 


American Journal of Psychiatry 
Archives of General Psychiatry 
Archives of Sexual Behavior 
Behavioral Assessment 


Behavior Modification 
Behaviour Research and Therapy 
Behavior Therapy 


Cognitive Therapy and Research 
Family Process 

International Journal of Group Psycho- 
therapy 

Journal of Abnormal Child Psychology 
Journal of Applied Behavior Analysis 


Journal of Behavioral Assessment 
Journal of Behavioral Medicine 


Journal of Behavior Therapy and Experi- 
mental Psychiatry 


Journal of Clinical Psychology 

Journal of Nervous and Mental Disease 
Journal of Personality Assessment 
Psychotherapy: Theory, Research and 
Practice 

Schizophrenia Bulletin 

Science 


None 


Association for the Advancement of Psycho- 
therapy 


American Psychiatric Association 
American Medical Association 

None 
Association for Advancement of Behavior 
Therapy 

None 

None 


Association for Advancement of Behavior 
Therapy 


None 

None 
American Group Psychotherapy Associa- 
tion 

None 


Society for the Experimental Analysis of 
Behavior 


None 
None 
None 


None 

None 

None 
Division 29, APA 


National Institute of Mental Health 


American Association for the Advance- 
ment of Science 


living in Pittsburgh ma 
Psychological Associati 
the Eastern Psychologi 
chologist practicing in 
logical Association, t 
the APA. By belongi 
psychologist is able t 


y simultaneously be a member of the Pittsburgh 
on, the Pennsylvania Psychological Association, 
cal Association, and the APA. A clinical psy- 
tural Florida may belong to the Florida Psycho- 
he Southeastern Psychological Association, and 
ng to a local professional association, the clinical 
© support clinical psychology in that community, 
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state, or area of the country. Also, by belonging, exchange of in- 
formation with colleagues is facilitated. Mutual concerns, problems, 
and issues may be discussed, often leading to enhancement of the 
profession. 


Other Associations 


There are many multidisciplinary associations that hold particular in- 
terest for clinical psychologists. Although their members include some 
Psychiatric nurses, social workers, and psychiatrists, clinical psycholo- 
gists are generally in the majority. Let us briefly consider two associ- 
ations that are well established at the time of this writing and a third that 
is growing. First, the Association for Advancement of Behavior Therapy 
(AABT) (about 3,000 members) is, as its title implies, an interest group 
for those concerned with the application of behavioral principles to 
treatment, educational, medical, and social problems. The AABT holds 
a national convention in the late fall and publishes two journals (Be- 
havioral Assessment; Behavior Therapy) and a newsletter (The Behavior 
Therapist). Second, the Society for Psychotherapy Research is a some- 
What smaller organization that is cross-disciplinary and cross-theoretical 
in nature. This organization is devoted to the scientific study of the 
Psychotherapeutic process and its outcome. Third isa new organization, 
The Society of Behavioral Medicine. According to its founding state- 
ment, “Behavioral medicine is the interdisciplinary field concerned with 
the development and integration of behavioral and biomedical science, 
knowledge and techniques relevant to the understanding of health and 
illness and the application of this knowledge and these techniques to 
Prevention, diagnosis, treatment and rehabilitation. . - . The Society 
Of Behavioral Medicine is an open organization founded to serve the 
Needs of all health professionals interested in the integration of the 
behavioral and biomedical sciences in clinical areas. ' The goals of this 
society are consistent with the expanded role of clinical psychology in 
dealing with overall health problems. For this reason, it undoubtedly 
will continue to attract many clinical psychologists as members. 


Ethical Standards 


ogy ensures a certain level of 
nd experimental understanding 
hologist who successfully 


A doctoral degree in clinical psychol 
Competence in the theoretical, clinical, a 
Of human behavior. The graduate clinical psyc 
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completes the internship requirements shows additional evidence of 
clinical competence. A futher test of competence occurs when certifi- 
cation or licensure is granted by a state board one or two years after 
internship. But no official recognition or professional competence en- 
sures that the clinical psychologist, in dealing with other colleagues, 
clients, patients, and the public, will always act in an ethical manner. Of 
course, throughout one’s professional training the importance of ad- 
hering to ethical standards has constantly been reinforced. However, a 
specific code of ethics is the best way of ensuring adherence to a 
profession’s standards of practice. Such a code represents the profes- 
sion’s attempt to police itself. 

Over the last four decades, the APA has had many standing com- 
mittees and task forces on ethics applied to psychology in general and 
clinical psychology in particular. As the need has arisen, these codes and 
professional standards have been updated, republished, and recirculated 
among the APA membership. The most recent task force has dealt with 
ethical guidelines for conducting psychotherapy with women (American 
Psychological Association, 1978b). 

Before describing these guidelines and a few examples of trans- 
gressions, another issue should be mentioned. Psychological assessors, 
therapists, or consultants will often find themselves in a position of 
relative power vis-a-vis the client. Very often sensitive and potentially 
damaging material (to the client) is divulged which, if handled im- 
Properly, could be very detrimental to the client. Also, as a result of 
their disorders, some clients are particularly vulnerable to persuasion 
and suggestion. Thus, in interacting with the client, certain responsi- 
bilities must be assumed (i.e., the relationship is professional, not per- 
sonal). When a set of guidelines is established, the clinical psychologist, 
the client, and the public obtain greater protection. In this sense, the 
clinical psychologist is a public servant. Thus, as a public servant he or 
she must serve the public in a professional, ethical, and humane manner. 
Taking unfair advantage of the client or the public cannot be tolerated 
and is definitely inconsistent with the ethics of the profession. 

Let us now consider the latest version of the Ethical Standards of 
fae eee sclera Association, 1977a). This code 
tes dealing eine ee Ologists in general, consists of nine princi- 

Owing areas: (1) Responsibility, (2) Competence, 

(3) Moral and Legal Standards, (4) Public Statements, (5) Confiden- 
dition of dae Conna (7) Professional Relationships, (8) 
ques, and (9) Pursuit of Research 
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Activities. Space limitations prohibit a full reproduction of each of 
them. However, to convey what these principles are like, we will present 
the Preamble and those principles (5 and 6) concerned with Con- 
fidentiality and the Welfare of the Consumer (Table 2.9). 

Examples of transgressions of the code of ethics appear in a pam- 
phlet published by the APA entitled: “Casebook on Ethical Standards 
of Psychologists” (American Psychological Association, 1977b). How- 
ever, for illustrative purposes, let us consider ethical misconduct in 
relation to Principles 5 and 6, listed in Table 2.9. For example, dis- 
Cussing the details of a client’s private life (e.g., an attractive divorcée’s 


Table 2.9, Ethical Standards of Psychologists 


PREAMBLE 
and worth of the individual and honor the 


Preservation and protection of fundamental human rights. They are committed to 
Increasing knowledge of human behavior and of people’s understanding of themselves 
and others and to the utilization of such knowledge for the promotion of human welfare. 
hile pursuing these endeavors, they make every effort to protect the welfare of those 
Who seek their services or of any human being or animal that may be the object of study. 
hey use their skills only for purposes consistent with these values and do not knowingly 
Permit their misuse by others. While demanding for themselves freedom of inquiry and 
Communication, psychologists accept the responsibility this freedom requires: com- 
Petence, objectivity in the application of skills and concern for the best interests of 

Clients, colleagues, and society in general. . . - (P- 1). 

Principle 5. 
CONFIDENTIALITY 


Safeguarding information about an individual that has been obtained by the 
Psychologist in the course of his teaching, practice, OT investigation is a primary 
Obligation of the psychologist. Such information is not communicated to others unless 
Ci a . 

€rtain important conditions are not met (p. 4). 


Principle 6. 
RE OF THE CONSUMER 


.. Psychologists respect the integrity and protect te wëlfare of thepeopleand groups 
With whom they work. When there is a conflict of interest between the client and the 
Psychologist’s employing institution, psychologists clarify the naturesand direction: of 
their loyalties and responsibilities and keep all parties informed of their commitments. 


Sychologists fully inform consumers as to the purpose and nature of an evaluative, 
treatment, educational or training procedure, and they freely acknowledge that clients, 
Students, or participants in research have freedom of choice with regard to participation 


(P. 4). 


Psychologists respect the dignity 


WELFA 


F i P mae 
rom: American Psychological Association (1977a). 
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sex life) at a cocktail party, no matter how well disguised, in our opinion 
constitutes a breach in confidentiality. Similarly, in the case of a married 
male client, discussing the client’s extramarital activities with the client’s 
wife (unless given permission to do so) would also be considered a 
serious break of confidentiality. 

With respect to Principle 6, engaging ina sexual relationship with a 

client is considered one of the most serious transgressions possible. 
Unfortunately, such cases are documented in the literature (cf. Holroyd 
& Brodsky, 1977; Taylor & Wagner, 1976). As noted by Taylor and 
Wagner (1976), the vast majority of such instances of sexual abuse result 
in “negative effects.” Regardless of the effects, however, this kind of 
therapist behavior is reprehensible and definitely represents taking un- 
fair advantage of the client (see American Psychological Association, 
1978b). 
In addition to the Possible legal repercussions of violating pro- 
fessional ethics, a clinical psychologist might lose the license or certifi- 
cation in the state where he or she practices, as well as being dropped 
from the membership of the APA and other prestigious associations. 
The financial consequences of such censure, to say the least, are 
staggering. 

A more specific code of ethics for applied psychologists has been 
Prepared by the APA (American Psychological Association, 1977b). 
Essentially this code involves “. . . a uniform set of standards for 


Intraprofessional and Interprofessional Relationships 


Clinical psychology may best be described as the “stepchild” of psy- 
chology and of the mental health Professions. That is, in each instance 
clinical psychology appeared second and has acted as an interloper. 
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Thus, it has at times been viewed with considerable suspicion by both 
academic nonclinical psychologists and practicing psychiatrists. 

Let us first consider the relationship between clinical psychology 
and academic psychology. Hunt (1965) noted that “The basic scholarly 
and research orientations of psychology as a science make many psy- 
chologists suspicious of the service function and reluctant to see the 
growth of psychology as a profession” (p. 1467). Indeed, there are 
several renowned universities where psychology departments have never 
had a clinical division (e.g., Brown University; Princeton University) 
Or where the clinical programs were recently dropped from the cur- 
ticulum (e.g., Harvard University; Stanford University). The feeling 
here, again, is that the major mission of an academic department is to 
Pursue knowledge. Application of such knowledge to specific problems 
Is given much less credence. 

A second concern of nonclinical psycholo he l 
and 1960s was that clinical psychology was nonscientific. Given the 
critiques of projective testing and loosely defined psychotherapies, this 
Position was understandable. With the advent of behavioral assessment 
and therapy and scientific clinical psychology in the 1960s and 1970s 
(e.g., Bellack & Hersen, 1977b; Eysenck, 1960a; Hersen & Bellack, 
1976a, 1978a: Kazdin, 1975), greater rapprochement and improved 
intradepartmental relationships have ensued (cf. Russell, 1973). How- 
ever, in the eyes of many purists, clinical psychology is still viewed 
askance, despite its improved scientific status. 

Turning now to interprofessional relationships, we should note 
that, as professionals, clinical psychologists interact with members of 
Many disciplines (education, nursing, social work, dentistry, medicine, 
aw, and psychiatry). Needless to say, these interactions are sometimes 
very complex. However, we believe that some general statements are in 
Order. We will present our own interpretation of these relationships, 
Since the data are not always clearly defined for such purposes. 

With education, the relationship has been cordial and comple- 
mentary to some extent. However, at times there has been dissension 
Over the control of training programs at the graduate level (cf. Hunt, 
1965). With nursing the relationship, on the whole, has involved clinical 
Psychologists presenting lectures and seminars to nurses and nursing 
Students. Thus, this relationship tends to be one-sided (i.e., nonre- 
Ciprocal), In some cases, nurses working in psychiatric settings have 
been caught in the psychology-psychiatry conflict. With social work, the 
relationship can best be described as cordial but a bit distant. Although 
clinical psychologists and social workers are part of the so-called “men- 


gists in the early 1950s 
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tal health team,” there has been little formal interaction between the two 
disciplines. Most recently, the barrier seems to be breaking down in 
those graduate schools where teaching of courses may be shared by the 
two departments (e.g., the behavioral programs at the University of 
Michigan and the University of Wisconsin). 


competition with Psychiatrists 
sy ; o 
phrased, the competition for pri i i ee sil panka 
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can never be discounted as the real basis for conflict between the 
disciplines.) 

To deal with the growing tension between clinical psychology and 
psychiatry, joint committees of the APA and the American Psychiatric 
Association (apa) were formed. These committees have met on and off 
for the last three decades. Despite these efforts, hostilities broke out. 
Some of these arguments are documented in Table 2.10. 


Table 2.10. Clinical Psychology—Psychiatry Conflict 


Date Association Statements 

1949 APA Opposed to practice of psychotherapy not referred by physi- 
cian 

1954 AMA Psychotherapy is a medical treatment; no basis for the in- 
dependent practice of clinical psychology 

1958 apa Adopts AMA position 

1958 APA Supports clinical psychology and the right of its members to 


practice psychotherapy; agrees to provide legal aid for those 
clinical psychologists sued for practicing medicine by doing 


psychotherapy 


In regard to these arguments, psychiatrists usually state that they alone 
have the legal right to make medical diagnoses, prescribe drugs, and 
commit patients to mental institutions. Also, in differentiating a psy- 
chiatric from a medical condition, only psychiatrists are legally man- 
dated, given their training, to do so. Hence, clinical psychologists, who 
are not medically trained, should work under the direction of a psychia- 
trist, Another argument is that clinical psychologists are not trained well 
enough to assume responsibility for patients. This can result only froma 
Medical education. 

Clinical psychologists, on the 
of their training in psychology, are 


other hand, argue that they, because 
better able to deal with psychological 
and interpersonal problems. Medical education is definitely not oriented 
that way. Hence, the psychiatrist is at a distinct disadvantage here. 
Kiesler (1977) argues that a strong reason for choosing a psychologist 
. . . is the more extensive background of the psychologist in the study 
of human behavior and another is the formal training in science which 
Should lead the psychologist to be up-to-date on scientific findings and 
Produce a healthy skepticism about current fads” (p. 108). 
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In the 1960s and 1970s some of these arguments died down, clinical 
psychologists pursued their independent practices, and legislation was 
enacted to certify and license them. Still, there was considerable op- 
position from some psychiatrists. For example, Kiesler (1977) points out 
that quite recently the president of the apa “argued that only psy- 
chiatrists should be considered qualified to receive reimbursement under 
national health insurance” p. 107. So the battle continues, but on dif- 
ferent fronts.’ 

Despite the obvious differences between clinical psychology and 
psychiatry, however, the picture is not totally bleak. There has been 
much amity and cooperation between the two disciplines. Thus, areas of 
disagreement may be considered political in nature. At the interpersonal 
level, cooperation is no different from that between and among clinical 
psychologists. That is, it is quite variable. 

On a day-to-day basis, most clinical psychologists and psychiatrists 
who are employed in the same settings get along fairly well. For ex- 
ample, in departments of psychiatry, clinical psychologists often find 
excellent employment opportunities (in terms of professional possi- 
bilities and remuneration). In such departments, they teach and super- 
vise medical students and residents. In these same departments, psy- 
chiatrists have an important role in teaching psychology students and 
interns. In dealing with patients, clinical psychologists and psychiatrists 
work together to ease the problems. Each discipline obviously has 
unique skills and expertise that may help to eliminate patient psycho- 
pathology. Also, a perusal of many psychiatric and some psychological 
journals shows the results of joint research by clinical psychologists and 
psychiatrists. Finally, although psychiatry as a whole has resisted the 
clinical psychologist’s assuming the role of mental health administrator 
both at the ward level and for entire mental health systems (e.g., director 
of community mental health center; state commissioner of mental 
health), the more enlightened psychiatrists recognize that possessing an 
M.D. degree is not synonymous with being an effective administrator. 


5. Most recently, there has been considerable cont: 
Pg dg Diagnostic and Statistical Manual of Mental Disorders (see Spitzer, Endi- 
ci eae Sias fora description of DSM-III). Aside from its scientific relevance (cf. Zubin, 

), DSM-III has been soundly criticized by Schacht and Nathan (1977) for leading to the 


-> Pe Aa recognition of the primacy of physicians in the diagnostic and treatment of the 
disorders categorized by DSM-III (P. 1024). The implications for the status of clinical psychology 
are clear. DS M-II represents a definite intent to medicalize all psychological disturbances. 


roversy over the American Psychiatric Associ- 
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As time goes on, the competent mental health administrator is in- 
creasingly recognized, regardless of the degree held. We view this as a 
healthy trend. 


Clinical Psychology, Legislation, and Politics 


Over the thirty-five years since World War II, clinical psychologists 
have realized that certification, licensing, and other forms of accredi- 
tation (all of which bring about official recognition) have been necessary 
not only to uphold the standards of the profession but also to maintain 
and enhance its status in a sometimes hostile atmosphere. To do this, 
lies have had to influence legislation at the state and federal 
evels, 

To do so, official lobbies have been formed and funded by members 
of the APA. Notable among these is the Association for the Advance- 
ment of Psychology (AAP), which has been very active and effective. 
For example, at the time of this writing, some twenty-eight states and 
the District of Columbia provide reimbursement of certified or licensed 
Psychologists by third-party payers (this is known as freedom-of-choice 
legislation). As noted by Fiester (1978), “Psychology has made con- 
siderable progress over the past several years toward the goal of attaining 
Professional parity with psychiatry” (p. 1114). Such parity was granted 
by federal law in the 1973 Rehabilitation Act, the 1973 Health Main- 
tenance Organization Development Act, and the 1970 regulations con- 
cerned with the Civilian Health and Medical Program of the Armed 
Services (CHAMPUS). In 1978 the State of California supported an act 
to permit hospital staff rights to psychologists. In 1975 a list of 6,877 
Psychologists who met specific criteria was published in the National 
Register of Health Providers in Psychology (Council for the National 
Register of Health Service Providers in Psychology. 1975). This council 
Was organized in anticipation of a future National Health Insurance 
Plan so as to ensure the inclusion of psychology in its reimbursement 
Policies. This list is updated yearly- Currently more than 11,000 psy- 
Chologists are listed. , . nt 

All these legislative actions have increased the prestige of clinical 
Psychology—as reflected in the increasing activities of clinical psycholo- 
gists. Equally important, many of these laws allow clinical psychologists 
to be officially paid for their services. Thus, clinical psychologists are 
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gaining greater equality in status when competing with other pro- 
fessionals for clients and patients. 

The first law regulating the practice of psychology was passed in 
Connecticut in 1945. Since then, all fifty states and the District of 
Columbia have enacted laws that provide either certification or licensure. 
In addition, in Canada the following seven provinces have certification 
laws: Alberta, British Columbia, Manitoba, New Brunswick, Ontario, 
Quebec, and Saskatchewan. 

In general, a certification law states who may use the title “psy- 
chologist.” By contrast, a licensing law defines not only the use of the 
title but, more specifically, the range of activities performed. These laws 
restrict the untrained and the “quacks” from offering services to the 
public. As stated ina 1978 APA news release, “Licensing laws ordinarily 
exempt from regulation members of recognized professions employing 
psychological skills, techniques, or knowledge provided those profes- 
sionals do not hold themselves forth to the public as ‘psychologist’ or a 
variation of the term implying training or expertise in psychology.” 
Thus, the licensing law is stronger and supersedes the certification act. 
Some states that originally enacted certification laws, such as Connecti- 
cut, now have passed licensing laws. 

Regulations vary from one state to the next. Generally, however, 
state examining boards require a doctoral degree in psychology or a 
field primarily psychological in nature (e.g., educational psychology, 
counseling), an approved internship, and one or two years of post- 
doctoral supervised field practice. Written and/or oral examinations are 
mandatory in most states. These are standardized tests prepared by the 
American Association of State Psychology Boards (AASPB) in con- 
Junction with the Professional Examination Service. Many states offer 
reciprocity when an individual licensed in one state moves to another. 
However, some states may require a second written or oral examination. 

A higher, and quite Prestigious, form of accreditation is the Diplo- 
mate, awarded by the American Board of Professional Psychology 
(ABPP), formerly known as the ABEPP (American Board of Ex- 
aminers in Professional Psychology). This is an independent incor- 
porated group formed in 1947, with a board of trustees selected by the 
APA. Diplomates have been awarded by ABPP in clinical, counseling, 


industrial, and school Psychology. Most of the Diplomates are clinical 
psychologists. 


Over the years, the re 


7 quirements for the ABPP have changed. 
Initially, both a written an 


d an oral examination were necessary; now 
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the written examination has been dropped. The oral examination may 
focus on the applicant’s theoretical bent (e.g., psychoanalytic, behav- 
ioral). To qualify for an examination, the applicant, in addition to 
paying a rather high application fee, should be a member of the APA or 
Canadian Psychological Association, and should have a Ph.D. from an 
APA-approved school and five years of relevant postdoctoral experi- 
ence. The clinical applicant is asked to submit samples of his or her 
work, and during the oral examination may be observed (without 
knowing it) interacting with a client. Basically, the examination covers 
four areas: (1) assessment, (2) treatment, (3) ethical and professional 
issues, and (4) application of theoretical principles and research findings 
to clinical practice. 

The real value of the ABPP has long been argued. Many highly 
qualified and eminent clinical psychologists have refused to subject them- 
Selves to yet another evaluation. Others, concerned with legislation and 
reimbursement policies, think that holding the ABPP will lead to pre- 
ferred status in the future. Indeed, many state boards of examiners will 
Waive certification or licensing examinations for those who hold the 
ABPP. Also, in some settings the ABPP may command a higher salary. 


Summary 


In this chapter, we have described the role of the clinical psychologist. A 
number of role functions are now available: educator, researcher, prac- 
Utioner, consultant. The range of possibilities in each area was discussed, 
and work schedules of actual psychologists were presented. In dis- 
cussing the professional identity of clinical psychologists, we examined 
their relationship to the APA and other professional associations. The 
importance of maintaining high ethical standards was reviewed and 
underscored, and examples of violations were presented. We then con- 
Sidered the relationship of clinical psychology to psychology in general 
and to other professional groups. The clinical psychology-psychiatry 
Conflict was documented and discussed. Finally, we looked at legislation 
and accreditation, both of which maintain and enhance the prestige of 


the profession. 


CHAPTER 
THREE 


Interviewing 


Clinical psychologists, as we have seen, have many different views about 
human nature. Thus, it is not surprising that the differences have led to 
equally varied and conflicting strategies of assessment and treatment. 
One procedure, however, is common to all approaches: the clinical 
interview. Interviewing typically is the first step in assessment and the 
cornerstone for all subsequent assessment and treatment. There are, of 
course, variations in interview style, in what the interviewer attempts to 
learn, and in the interpretation and weight given to the report. Neverthe- 
less, the various theoretical models probably overlap more in the area of 
interviewing than in any other activity or viewpoint. 

In this chapter, we will first consider the nature of clinica] assess- 
ment and then the role of the interview in the overall assessment process. 
Some of the primary functions of the interview are discussed next, 
including its role as a treatment procedure. The types of information 
which can be gained from an interview then follow, including the client’s 
self-report and the interviewer’s observations of the client’s behavior. 
The next major section of the chapter deals with interview techniques— 
including general clinical considerations, such as developing rapport, 
and procedures used in different theoretical approaches. Sample inter- 
view transcripts are presented. The final section of the chapter is con- 
cerned with the validity of the interview—including interviewer skill and 
bias, the value of client self-reports, and the communication process. 
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Clinical Assessment 


The stereotyped psychotherapist is a middle-aged, fatherly-looking man 
with an “all knowing” appearance. His insight is so great that he can 
instantly figure out the source of the client's difficulty and the treat- 
ment needed to resolve it. Like most stereotypes, this one is far from the 
truth. The experienced clinician can occasionally make an accurate 
analysis with minimal information. But such successes typically result 
from educated guesses rather than intuition and are the exception rather 
than the rule. Initial presumptions based on little knowledge are more 
often wrong than right, or are So general as to be meaningless. 
Textbook examples of clinical problems often give the impression 
that most clients have discrete, easily diagnosed difficulties with clear- 
cut causes and treatment needs. Thus, a man might report being afraid 
of heights. He would immediately be diagnosed as acrophobic—a diag- 
nostic label that would indicate everything important about him and 
specify how treatment should proceed. This picture is misleading in two 
critical ways. First, few people who seek help have such single, discrete 
Problems. The real acrophobic would probably also have other fears or 
anxieties, If his fears were severe enough for him to seek help, he would 
Probably be depressed as well. He may have problems at work and with 
his family because the fear probably restricts his movements by pre- 
venting him from going into tall buildings. Finally, he may have de- 
veloped excessive self-doubt and guilt due to his inability to control his 
behavior. While many of these problems may have resulted from the 
Phobia, several have probably become autonomous and would require 
Separate treatment. ; ; , 
Second, since all persons are unique, diagnostic labels provide only 
a general picture of one aspect of their behavior (cf. Kazdin, 1980). Most 
Psychological disturbances have many different causes. Once symptoms 
Occur, they can be maintained in several different ways. Similarly, there 
are many treatment strategies which may be used fora specific symptom 
(such as a phobia). Thus, a diagnostic label provides little understanding 
Of why the individual client behaves the way he or she does, and how the 


havior can be changed. 

The implication of this complex 
Stand the client and his or her proble 
Ment is necessary. While most clinica 
this statement, they would disagree © 


picture is that to adequately under- 
m, extensive and systematic assess- 
| psychologists would agree with 
onsiderably about what such an 
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assessment would entail. For example, what is the purpose of the 
assessment? We contend that (in clinical service) the only valid purpose 
of psychological assessment is to plan treatment!—that is, to determine 
what type of treatment is applicable and how it should be conducted. 
Information that does not pertain to treatment planning is irrelevant. 
This purpose, we should note, is not consistent with the historical 
practice of psychological testing (see Chapter 4). Testing has often been 
used solely to formulate a diagnosis and/or to describe a personality. 

With few exceptions, then, diagnostic labels are descriptive over- 
generalizations. Individuals with the same diagnosis usually vary as 
much as those with different diagnoses. Although personality descrip- 
tions may convey more information, they often do not contain the 
information needed to determine a treatment strategy. Knowing that a 
client has “difficulty accepting aggressive urges” or “has ambivalent 
feelings toward her mother” does not necessarily indicate what must be 
done for her depression or phobia. The clinician facing a new client 
always feels uneasy until the client’s problem is conceptualized. A diag- 
nosis or personality description may make the clinician feel more com- 
fortable by providing a “handle” on the client. However, it serves little 
purpose for the client personally. 

The various theoretical orientations in clinical psychology lead to 
very different treatment approaches. Thus, assessment strategies will 
vary according to the treatment modality in which the psychologist 
operates. This will be considered more fully in the next two chapters, 
but a few comments here are in order. Two of the most widely con- 
trasting models are the psychodynamic and the behavioral models. The 
psychodynamically oriented assessment focuses on personality analysis. 
This includes both conscious attitudes, feelings, desires, and beliefs and 
unconscious processes, such as inner conflicts, unacceptable urges, and 
feelings, drives, and needs. Psychodynamic assessments often involve 
various psychological tests, which comprise an assessment battery. A 
typical battery would include self-report inventories (e.g., the Minnesota 
Multiphasic Personality Inventory), an intelligence test (e.g., the 
Wechsler Adult Intelligence Scale), and several projective tests (€.g-, 
Rorschach, Thematic Apperception Test) (see Chapter 4). These tests 
are designed to reveal the different levels and aspects of personality 


1. We are referring here to the ordinary activity of the clinical psychologist. Under some circum- 
stances, legally a diagnosis must be made. An interview might then be conducted primarily for that 
reason. Other special exceptions include evaluation for educational placement, and for decision 
making, such as in determining whether a patient is ready for discharge from a hospital. 
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functioning. All of the findings are integrated to form a comprehensive 
Picture of the client. This detailed personality analysis indicates the 
critical factors which underlie the client’s symptoms. These factors are 
the focus of therapy, and the client’s behavior is understood in relation 
to them. 

The behavioral model is not concerned with underlying personality 
Processes. The client’s problem is presumed to result from certain factors 
in the environment and the client’s behavioral skills. Assessment empha- 
sizes direct observation of the client's behavior. The purpose is to 
ascertain his or her responses and the environmental events which 
precede and follow the behavior (€.g-, reinforcers). For example, a 
Socially anxious person would be observed talking to the therapist’s 
assistant of the opposite sex to see if the client knew how to converse in 
this situation. Treatment focuses on improving skills and modification 
of inappropriate environmental control. ; Pi 

Regardless of theoretical orientation, conducting a clinical assess- 
ment is very much like doing research. The researcher starts with a 
question and conducts experiments designed to answer It. Each experi- 
Ment provides information which helps to shape the next experiment. 
The clinician begins with a very general picture of the problem based on 
the client's initial statement. A typical starting point might be, “I don’t 
know what’s the matter lately. I seem to have no energy, and I cami get 
Interested in things the way I used to. Sometimes I wonder if it’s worth 
going on.” This general complaint must ultimately be converted into a 
detailed analysis of the client’s current state, the source and nature of the 
distress, and the most likely treatment needs. As information is gathered, 
the clinician develops hypotheses about what might be going on. Each 
hypothesis is tested against the amassed information and is either con- 
firmed or discarded. The assessment process continues until the clinician 

a enough information to confirm one hypothesis and safely rule out 
Others, 


The Role of the Interview 


cal tests and behavioral observations 
ate like pieces of a puzzle. Alone, they are relatively meaningless; they 
can be understood only in the context of the whole puzzle. A puzzle can 
€ assembled without reference to its completed picture, but it is a very 
ime-consuming, trial-and-error process. The same is true of a clinical 


The data derived from psychologi 
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assessment. An accurate appraisal can gradually be developed by as- 
sembling the bits of data provided by testing or observation. However, 
the process can be much faster given a framework in which to place the 
data. The clinical interview provides such a framework. 

The interview is almost invariably the first stage of any assessment. 
Beginning with a statement of the problem, the client describes its 
extent, severity, history, and ramifications. Demographic factors such 
as age, marital status, and educational and work history are reported, 
along with a general description of current life style, interpersonal 
relationships, and goals and expectations. This information serves two 
purposes. First, it suggests to the clinician directions for further assess- 
ment. For example, a report of depression would be a cue for questions 
about suicidal thoughts and impulses, sleep and eating patterns, and 
social interactions. Second, interview data provide a framework for 
interpreting material gathered in other ways. Thus, test results which 
suggest depression would be considered quite differently coming from 
an individual whose spouse had just died than from someone with no 
real environmental stress. 

In some cases, an interview alone is sufficient. Many clinicians use 
interviewing as their sole means of assessment. Those who employ 
psychological testing use interview data to determine which tests to 
administer and how test responses are to be interpreted. For the be- 
havioral clinician, the interview indicates which behaviors to observe 
and what environmental events are probably crucial. Often interviews 
follow as well as precede other assessment procedures. Their purpose is 
to clarify and expand upon the information gathered. Discovering the 
client’s approach to a behavioral task or a test item, or learning about 
the client’s own interpretation of test behavior, can be more important 
than the observational or test data. In any case, the interview is the only 


assessment technique which is never omitted. It is the heart of clinical 
evaluation. 


The Clinical Interview 


Having stressed the importance of the interview, let us consider what it 
actually is. In general terms, an interview is any interaction in which one 
or a few people attempt to gather information from one or a few other 
people by conversation. In its most common form, one individual (the 
interviewer) asks questions of another individual (the interviewee). The 
interaction may consist of a few questions or require several sessions. It 
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may be highly structured, such as a census interview, or unplanned and 
free flowing, as on television talk shows. In some instances, the inter- 
view is conducted for the benefit of the interviewer, as in job interviews; 
in others, information is collected to aid the interviewee. 

Clinical interviews are often considered unique in two ways. First, 
the type of information clients report to the clinical interviewer is almost 
never shared. Self-doubts, anxieties, guilt, sexual difficulties, and the 
like are rarely confessed to others. In fact, most clients probably have 
not even acknowledged such concerns to themselves prior to their first 
clinical interview. Thus, the interview is often a painful experience. 
Second, the initial interview is often therapeutic for the client. Many 
individuals approach the interview with great apprehension. Some fear 
they are “crazy”; others fear that they are beyond help; and still others 
fear having to admit their need for help. Many people simply need to 
“get things off their chest” and talk openly about a problem. All of these 
concerns can be alleviated to some extent by the reassuring response of a 
warm and understanding interviewer (or increased by one who is callous 
Or unresponsive) (Truax & Mitchell, 1971a). This therapeutic gain is 
usually temporary, but it can be important in reducing distress until a 
more comprehensive treatment can begin. Some clinicians do not sepa- 
rate the interview from therapy. Treatment begins from the first moment 
of contact, and the first session differs little from subsequent sessions. 
However, if the client has not been previously assessed, we believe that 
treatment should begin only after a systematic evaluation to determine 
the treatment. on ; 

These two factors place special demands on the clinical interviewer. 
The ability to ask questions is not enough. The interviewer must also 
have the clinical skills to draw out a highly distressed individual, while 
at the same time reducing that distress and leaving the client with some 
Optimism. One skill which is not required 1s clinical intuition: the 
Unspecified ability to “read” the client. Clinical skill consists of a num- 
ber of learned abilities rather than a sixth sense. Basically it involves 
knowing a great deal about human behavior and being able to carefully 
Observe the client’s behavior. (This will be discussed further below.) 


Sources of Interview Data 


An interview is largely a question-and-answer procedure; the interviewer 
tries to collect information by questioning the interviewee. Thus, 10 
client’s answers. also called self-reports. area primary sontes of data. 
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However, because the interview is a live interaction, the interviewer can 
observe the client and note the manner in which answers are given and 
the way the client behaves during the interview. These observations 
provide a second source of data, which can often be more important 
than the client’s self-report. In this section, we will consider the types of 
information thus collected and how they can be integrated to produce a 
comprehensive picture of the client. 


Self-report Data. With few exceptions (e.g., children, severely disturbed 
psychotic individuals), clients are the primary source of information 
about themselves. Most interviews begin with a discussion of the referral 
problem: the reason the client seeks help. The interviewer tries to learn 
exactly what difficulty the client is experiencing, the severity of the 
distress, and the effect on the client's life. Since few clients have only one 
problem, other sources of distress and behavioral dysfunctions are 
explored. The history of the problem is also usually considered: When 
and how did it begin? Has it become more severe? What was happening 
in the client’s life when it began? Demographic data are collected to flesh 
out the interviewer’s picture of the client; age, marital status, edu- 
cational background, and occupation are determined during the inter- 
view. 

Beyond these few basic points, the interview will vary dramatically 
according to the interviewer's theoretical orientation (cf. Matarazzo, 
1965). Psychodynamic interviews stress the client’s life history, especially 
early childhood and family relationships. In contrast, behavioral inter- 
views focus much more on the current life situation: sources of pleasure 
(reinforcement) and displeasure, interpersonal relationships, behavioral 
competencies, and so on. Phenomenological interviews emphasize sub- 


is considerable overlap in coverage, regardless of theoretical emphasis. 
Most highly competent interviewers are probably more alike than they 
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client is asked (perhaps indirectly) about self-control and the possibility 
of harming others. 


Observational Data. Communication can be thought of as information 
transfer across different response channels (cf. Mehrabian, 1972). The 
Most obvious channel—and generally the most informative—is verbal, 
Or speech. However, much information is also contained in the para- 
linguistic aspects of speech—such as errors, rate, and intonation—and 
by nonverbal behaviors such as posture changes and eye contact. These 
“noncontent” channels can highlight the content, give meaning to a 
certain word or phrase, or even contradict the content and reflect 
deception or discomfort. The interviewer cannot fully evaluate the 
Client’s self-report without paying careful attention to these other chan- 
nels of communication. . 

The noncontent channels are especially important in expressing 
emotion. There has been much analysis of how emotional states such as 
anxiety and tension are communicated. Paralinguistic signs of anxiety 
include increased speech rate and speech dysfunctions such as errors and 
blockages (Mahl, 1959; Mehrabian, 1972). Ona nonverbal level, anxiety 
1s often shown by a rigid posture (compared to a relatively relaxed and 
loose manner) and extraneous hand and foot movements (e.g., wringing 
of hands, self-touching, shuffling of feet) (Mehrabian, 1971). Depression 
is often associated with decreased speech and muscular tension. Anger 
and assertion are often shown by a reddening face, a rigid posture or 
tension, a forward-leaning body, and increased eye contact (e.g., staring) 
(cf. Bellack & Hersen, 1978). Conversely, submission or passivity is 
Manifested by leaning away and decreased eye contact. 

During the interview, most clients’ emotions will vary as the nature 
and focus of the conversation change. These feeling states are often 
Central to behavioral and psychological difficulty. Nevertheless, the 
Client may or may not be aware of these emotional reactions to various 
topics, and may or may not wish to communicate all of his or her 
feelings, While speech content may mask the emotions to some extent, 
Strong reactions typically leak out into the paralinguistic and nonverbal 
Channels, The interviewer must carefully look for cues to this “emo- 
tional leakage” to supplement the client’s report, in order to understand 
the client and his or her problems. Lae f f f 

An interview is a unique type of social interaction with special 
Constraints and demands. Nevertheless, some aspects of the client’s 

ehavior during the interview will indicate how he or she acts in other 
Settings. The therapist can learn much about the client’s social skills by 
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observing these interpersonal and communication styles. The first step is 
usually an appraisal of bodily cleanliness and manner of dress. This 
reflects knowledge of social norms and the ability to maintain one’s 
personal appearance. Another indicator is the handling of ordinary 
social amenities, such as reporting on time for the interview, using an 
ashtray rather than dropping ashes on the rug, and saying “please,” 
“thank you,” and “excuse me” in a conventional manner. 

Another social skill, the*client’s ability to carry on a conversation 
effectively, can also be evaluated to some extent. The interviewer must 
determine how easy or difficult it is to establish rapport with the client— 
that is, develop a relationship and maintain a free-flowing conversation. 
More specifically, does the client answer questions coherently, and do 
the answers match the questions? Does he or she speak freely, with little 
prompting, or give one-word responses? Does he or she have a sense of 
social timing, such as by waiting for the interviewer to finish a question 
before speaking and by slowing down if the interviewer turns to pick 
something up or make notes? Conversely, does he or she consistently 
“take over” the interview, interrupting and disagreeing angrily? 

Other aspects of social skill, such as appropriate eye contact, use of 
physical gestures, and response latency to questions, can also be deter- 
mined during an interview. This picture of the client’s skills clarifies and 
amplifies the self-report data. For example, a report of difficulty with 
social relationships would be viewed quite differently from an unkempt 
client with grease-spotted clothing who spoke in one- and two-word 
sentences than from a stylishly dressed person who continually inter- 
rupted the interviewer and rambled on with irrelevant details in re- 
sponse to questions. The first individual would probably require much 
more comprehensive treatment. 

Yet another important aspect of behavior which can be assessed 
during the interview is cognitive style. This refers to such things as the 
way the individual handles emotions, perceives the world, and solves 
problems. These become important when they restrict the person's 
flexibility in adapting to changing situations. The psychoanalytic “de- 
fense mechanisms” fall under this category. For example, some individ- 
uals fend off unpleasant emotions by dealing with problem areas in a 
scholarly, super-objective manner, using multisyllabic words where sim- 
ple ones would be clearer. This pattern is called inte/lectualization. 
Rationalization is another common pattern; here the person uses logic 
to discount the importance of things and/or explain away events. Some 
individuals orient the world to themselves. Instead of occasionally tak- 
ing other people’s perspective, they view things totally from their own 
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biased frame of reference. An extreme form of this style is paranoia. 
Other individuals are prone to rumination, thinking about even simple 
issues endlessly. Decision making is very difficult for such people, who 
continuously vacillate between alternatives. 

Cognitive styles such as those described above are often part of the 
Problem which bring people for help; however, they are rarely part of 
the client’s self-report. Clients do not complain that they intellectualize 
too much or that they cannot take other people’s points of view. The 
interviewer identifies these characteristics by listening to the way they 
describe their experiences, by observing consistencies and inconsistencies 
in their behavior and reports, and by assessing the way they process 
information. Notable omissions also can be informative, such as when 
the client fails to admit or report experiencing any anxiety. Whether or 
Not cognitive styles are directly related to the problem, they often dictate 
how treatment must be structured. 


Integrating the Data. We have already considered three of the inter- 
Viewer’s major responsibilities—therapist, data collector, and observer. 
One responsibility which requires further comment 1$ conceptualization 
and analysis. Few clients come for help knowing what their problem 
really is. They know they are in distress and can sometimes identify a 
Source (e.g., their marriage). The interviewer must determine the actual 


basis of the distress and what can be done about it. This cannot be done 
i ot be interpreted without reference 


ivalence qualifies as clinically signifi- 
cant rumination? How much eye contact is typical? How long does 
depression last after the death of a parent? Consequently, the inter- 
Viewer must be highly conversant with the scientific literature about 
both normal behavior and psychopathology. Only by comparing the 
Various types of data provided by the client with each other, as well as 
With the literature, can the interviewer reach a comprehensive and 
accurate conclusion. Clinical analysis is much more a scientific and 
Scholarly process than a “seat of the pants” intuitive exercise. 


Interview Techniques 


Organization of the Interview 


Interviews can be categorized by their degree of structure. The least 
Structured interview entails little or no interviewer control over the 
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content; whatever the client chooses to talk about is sufficient. A highly 
structured interview, in contrast, involves a specific set of questions 
asked ina definite order. Neither of these extremes is suitable for clinical 
interviewing. On the one hand, too much specific information must be 
collected to allow for total freedom. On the other, each client is so 
unique and unpredictable that a highly structured interview would be 
too restrictive; the interviewer could not follow up on important issues 
raised. 

Most clinical interviews are semistructured. The interviewer has a 
general plan on how to proceed and some specific questions which must 
be answered. However, the order of the questions and the organiza- 
tional plan are quite flexible. As the interview proceeds, the interviewer 
keeps in mind what topics and descriptive material are relevant for 
assessment. This naturally varies with the client and the stage to which 
the interview has progressed. Clients are given considerable freedom to 
discuss what they like in the manner they prefer, as long as the material 
is relevant. The interviewer redirects the conversation and/or steers it in 
certain directions as necessary. For example, having finally found some- 
one who will listen, many clients choose to spend the entire session 
describing and underscoring their distress. Other clients cannot dis- 
tinguish relevant from irrelevant detail or simply provide excessive 
elaboration. 

If the interview is to progress, the interviewer must carefully judge 
when data collection ceases and redundancy begins. Of course, the inter- 
viewer steers the client ina clinically responsible manner (see below) S° 
as to balance the client’s immediate need to talk with the long-term need 
to be helped as soon as possible. Thus, a distraught client may need time 
to cry, while a calmer one may be better off if the conversation is politely 
redirected. 

The interview is often seen to consist of three phases (cf. Benjamin, 
1974): (1) the opening phase, (2) development and elaboration, and (3) 
closing. The opening phase consists of two parts. First, interviewer and 
client must agree on the purpose and goals of the interaction. Most 
clients have had no experience with therapy and do not know what to 
expect. The interviewer must orient the client to the situation and 
indicate how they will proceed. Providing specific instructions not only 
results in more productive interviews but also improves the interviewer- 
client relationship (Scheiderer, 1977). Second, once the process is agreed 
to, the client is asked to describe the problem. 


The second stage of the interview involves development and elabor- 
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ation. Having stated the problem in general terms, the client is required 
to provide more specific information about its development and ramifi- 
cations, personal life situation, and other factors. Overall, the interview 
proceeds from the general to the specific; the client’s report goes from 
Overview to detail, and the interviewer's conceptualization proceeds 
from rough categorization to unique portrait. The third stage, or clos- 
ing, involves something of a role reversal for the interviewer and client. 
Almost every client has major concerns about what the problem “really 
is” and what can be done about it. Consequently, the therapist must 
share his or her initial ideas with the client, and indicate what types of 
treatment are applicable and what prognosis the client can expect. Of 
course, the interviewer will often not know all of the answers after one 
session and may ask for further information. Nevertheless, at the very 
least, the client’s anxiety and apprehension should be reduced by pro- 
viding a best guess (or most probable alternatives). 


The Clinical Relationship 


In preparing a report after an interview, the clinician almost invariably 
indicates whether or not rapport was established. The term “rapport” 
refers to the quality of the relationship between interviewer and client, 
or the degree to which they could maintain a positive and communica- 
tive interaction. Because the interview is a communication process, 
rapport is obviously critical for effective interviewing. When rapport 
cannot be established, the accuracy and sufficiency of the information 
gathered must be questioned. ; 

When the clinician indicates that rapport was a problem, this 
Usually implies that it was the client’s fault: either lack of skill or 
Psychopathology prevented it. However, communication is a two-way 
Process; sometimes the interviewer bears part (or all) of the responsi- 
bility. Some persons simply cannot interact effectively with each other; 
they have styles or attributes which produce conflict. For this reason, 
Some interviewer-client pairings do not work out. One example of this is 
the 4-B therapist phenomenon (Betz, 1962). For unknown reasons, 
Some therapists (As) work effectively with psychotic patients but not 
i ly, B therapists work well with neurotics 
and poorly with psychotics. There are undoubtedly many other more 
Specific contrasts which prevent every interviewer from working well 


With some clients. 
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Also, in some instances, poor rapport is due primarily to the 
interviewer. Even the most effective clinician has “bad days.” Illness, 
preoccupation with personal problems, or fatigue can all lead to dis- 
interest or lack of responsiveness to client needs. In addition, it has been 
shown that some certified professionals are poor clinicians, whose clients 
leave therapy worse than when they began (Bergin, 1971). On the other 
hand, there are other clinicians who seem to be consistently effective. 
There is a large body of literature on the clinician characteristics which 
facilitate interaction and therapy. 

Unlike many other interview situations, the clinical interview is 
conducted for the client’s benefit. His or her feelings and needs must 
guide the clinician’s efforts. Recall that most clients approach the inter- 
view apprehensively and are apt to experience distress when they discuss 
their problems. Thus, one of the interviewer’s major tasks is to help the 
client feel at ease. This can be done by creating a positive, helpful atmo- 
sphere in which the client feels free to talk without being “put down” or 
scrutinized like a laboratory specimen. 

_ Three characteristics of the clinician appear to be associated with 
positive relationships and good therapy outcome (Truax & Mitchell, 
197 1a): accurate empathy, nonpossessive warmth, and genuineness. AC- 
curate empathy involves “the ability to perceive and communicate ac- 
curately and with sensitivity both the feelings and experiences of an- 
other person and their meaning and significance” (Truax & Mitchell, 
1971a, p. 317). The clinician must do more than log client reports of 
distress. He or she must develop an understanding of what life is like for 
the client. Furthermore, the client must be aware of this level of under- 
standing; the clinician must communicate these perceptions to the client. 

Nonpossessive warmth involves liking or valuing the client as he oF 
she is. The interviewer must regard the client as a worthwhile person 
who deserves help and respect, regardless of current problems or in- 
capacity. The interviewer must also be able to value people who are 
different from himself in education, appearance, cultural background, 
beliefs, and other factors. That is, the interviewer cannot “look down” at 
the client for any reason. No interviewer can honestly like all clients; 
however, he or she cannot be effective with those few who are actively 
disliked or disparaged. Genuineness means that in relating to the client, 
the interviewer must be “real.” That is, he or she must be aware of 
personal feelings and attitudes and express them honestly. Alternatively, 
the interviewer must not fake warmth, understanding, expertise, and the 
like. Of course, no interviewer would bluntly make inconsiderate state- 
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ments such as, “That's a stupid idea” or “I don’t have the slightest idea 
of what you're talking about.” But he or she should not falsely indicate 
approval or feign understanding. As Truax and Mitchell (1971a) state, 
the genuine clinician is, above all, not a phoney. 

Probably no interviewer can show all three of these characteristics 
all the time with any one client, let alone with all clients. Nor is it critical 
that they be present all the time. Generally, however, the more they are 
exhibited, the more effective the interviewer will be. Certain other 
interviewer behaviors also enhance effectiveness. For example, the 
client should be made to feel confident of the interviewer's abilities. 
Thus, the interviewer must employ a professional manner and appear to 
be knowledgeable and intelligent. While a casual, friendly relationship is 
quite positive, it is not suitable for data collection and impartial help 
giving. The interviewer must also retain some psychological distance 
and avoid becoming overly involved in the client’s life. It is generally felt 
that clinician and client should not socialize outside of the office. Many 
other factors might be considered here; basically, however, the relation- 
ship hinges on the social skills of the interviewer as well as the client. 


Conducting the Interview 


Up to now, we have considered the general flavor or tone of the 
interview. However, the heart of the interview is the verbal interaction 
between client and interviewer: what they actually say to each other. The 
Interviewer must be able to ask appropriate questions, answer questions, 


deal with problems such as silences and crying, probe in difficult areas 
Without arousing too much distress, and so on. Regardless of how 
8enuine, empathic, positive, and tactful a clinician is, the interview will 
not Proceed well if he or she does not have a broad range of conversa- 
tion skills, In this section, we will consider some of the more technical 
aspects of interviewing. We will first discuss the process of asking 
questions and then examine some of the problem situations which the 


interviewer must be able to handle. 


Asking Questions. Because the interview is designed to gather informa- 
tion, much of it must involve 4 question-and-answer process. Asking 


questions is perhaps the interviewer's most essential tool for maintaining 
the flow of conversation as well as learning about the client. However, 
Not all questions are alike; they can vary greatly in emphasis and 


——— 
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phrasing, as well as in content. Different types of questions have very 
different effects on the client and can move the interaction in varying 
directions. The interviewer can facilitate (or impede) the conversation 
by asking the right (or wrong) type of question. 

One major distinction is between so-called closed-ended and open- 
ended questions. Closed-ended questions ask for specific information, 
such as : “What year are you in at college?” “Are your parents living?” 
“What did you do yesterday after you left work?”. Open-ended questions 
are more general and do not require specific data in response. Examples 
include, “How are you doing?” “How is school?” “What do you usu- 
ally do after school?” These two types of questions will produce quite 
different client behavior. Closed-ended questions will yield specific data 
but will also result in concrete, terse responses. This is especially true of 
yes-no questions (e.g., “Did you go to class yesterday?”). Conversely, 
open-ended questions generally prompt the client to speak more freely 
and extensively—to talk about the topic—but usually do not produce 
specific factual information. The interviewer will generally use both 
types of questions at different points in the interview to serve different 
purposes. 

Benjamin (1974) differentiates between direct and indirect ques- 
tions. The former are statements which end in question marks and 
include terms such as “when,” “where,” “how,” and “why.” These types 
of questions are used extensively, but they can sometimes suppress the 
flow of conversation. This is especially true when they put the client “on 
the spot”—for example, when he or she does not know the answer. The 
interviewer must avoid turning the conversation into an interrogation 
by bombarding the client with a series of direct, closed-ended questions. 
Indirect questions provide a valuable alternative; they stimulate the 
client to talk without the pointed nature of direct questions. Rather, 
they are nondeclarative statements to which some client response is 
required, such as, “That must really make you angry,” “I wonder how 
you feel about that,” or “Tell me something about your parents.” Each 
of these statements would likely stimulate the client to talk without 
specifically asking for an opinion or a response. Indirect questions 
which refer to the client’s apparent feelings (e.g., “You must be angry”) 
are known as reflections and serve as one of the basic tools of client- 
centered therapists (see Chapter 8). Most experienced interviewers prob- 
ably use more indirect questions to focus the discussion than any other 
type of response. 


There are several types of questions which most interviewers try to 
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avoid. One is to ask why a client did or did not do something or felt a 
certain way (e.g., “Why did you yell at her?”). People rarely know the 
reasons for their behavior and feelings. Thus, asking “Why?” typically 
produces discomfort and/or simply wastes time while the client searches 
for some hypothetical explanation. Indirect questions (e.g., “I wonder 
why that happens”) are usually good alternatives; reasons will often 
become apparent during the conversation. Another poor form of ques- 
tioning involves giving the client the answer to the question rather than 
letting him or her generate a response (e.g., “Did you quit school 
because you were afraid of failing and having to face your father?”). 
This type of question often puts words in the client’s mouth by suggest- 
ing that the interviewer believes the enclosed answer to be true. It also 
Suggests something which the client may never have considered, but 
which sounds plausible at the moment and is thereby accepted. Simi- 
larly, “either-or” questions restrict the client’s response and should be 


avoided (e.g., “Were you anxious OF angry?”). 


Problem Situations. Regardless of how skilled and effective the inter- 
Viewer is, some interviews do not proceed smoothly. Whether due solely 
to the client or to the interaction, the interviewer will sometimes be put 
On the spot. Several types of client responses are difficult for most 
Interviewers. Some clients do not speak freely, and the interview is 
Periodically interrupted by periods of silence. Silences lasting a few 
Seconds are normal and require no sideration. But when they 
Stretch beyond ten seconds or 50, they can become uncomfortable and 
Use up valuable time. Sometimes the interviewer must be silent for 
Several minutes while the client reflects on a problem. At other times, 
the client is simply reluctant to deal with some issue oF is present 
Under duress. This type of silence is a clear form of resistance, which the 
Interviewer must either resolve OF temporarily circumvent by changing 
the subject. In general, the interviewer must become more active, finding 
Other ways to ask questions and stimulating conversation when silences 
occur, 


special con 


ed by emotional outbursts. The most 


common emotional reaction is crying, which can range from a minor 
Sniffle to a complete breakdown in communication. The interviewer 
Must gauge the amount of distress to determine how to act: remain silent 
Until the client regains composure, continue with the interview, or shift 
8ears and provide therapylike support and understanding. A box of 


ti : 7 
Ssues is a standard part of in 


Similar problems are rais 


terview room decor. 
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Another common problem occurs when the client asks the inter- 
viewer a direct question, such as, “What should I do?” or “Who do you 
think is right, me or my wife?” Most clinicians prefer to have clients 
make their own judgments and decisions. The clinician aids the decision- 
making process by helping the client to view alternatives and think logi- 
cally. Providing opinions often has an undue influence on clients, since 
it is difficult for them to go against the clinician’s judgment. Thus, the 
interviewer ordinarily tries to refocus on the client, as by the response, “I 
really couldn’t say, but what do you think you should do?” or “That 
must really be a hard choice for you to make.” 

A parallel problem arises when the client asks about the inter- 
viewer’s personal life: “Have you ever had a problem like mine?” or 
“What is your religion?”. How much should the clinician share about his 
or her private life? Arguments pro and con range from stylistic pref- 
erences to the psychoanalytic belief in the relevance of such questions 
to the transference relationship. Perhaps the most widely held view is 
that the clinician should generally avoid personal topics during the 
interview. The focus is, after all, on the client; the interviewer should not 
use up time discussing other matters. It is considered preferable to 
refocus on the reason for the client’s question (e.g., “I wonder why that 
is important to you?”). 

Regardless of whether or not the clinician does share some personal 
information, there is general agreement that no attempt should be made 
to impose his or her values or morals on the client. Professional ethics 
require the clinician to focus on scientifically determined sources of 
distress or dysfunction. Morals and values are personal issues, which are 
not known to be good or bad, healthy or unhealthy. The clinician can 
help the client to reflect on his or her own beliefs and consider whether 
to change them, but it is the client’s choice. The clinician cannot use 
professional status to mold the client in any personal image of how 
people should think and behave. Nor should the clinician express dis- 
approval or criticism of the client, These responses are inappropriate for 
two reasons. First, the clinician’s responsibility is to help the client, not 
to sit in judgment. Second, the responses can only stimulate negative 
feelings in the client, such as anger or guilt. Besides being inappropriate, 
this result also suppresses further conversation. While clinicians cannot 
avoid all judgments and value comparisons, they must differentiate 


between subjective and professional opinions and avoid the former in 
the interview. 
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Some Examples of Interview Styles 


In this section, we will present portions of three actual interviews in the 
Psychodynamic, behavioral, and client-centered modes. The transcripts 
represent some of the major characteristics of the various interviewing 
styles. However, these brief segments hardly represent al! that the dif- 
ferent interviewers do. As stated above, good clinicians are probably 
basically similar. They secure much of the same basic information from 
their clients, although their emphases and interpretations differ. In fact, 
if the specific interviewer responses on the three transcripts were com- 
Pared on a statement-by-statement basis, few actual differences might 
appear, 


A Psychodynamic Interview 


initial interview of a thirty-two- 


The followi ipt is part of an 
iii dace d to a hospital for treatment of 


year-old sin h s admitte 
gle man who wa > is Ra 
hypertension, headaches, and palpitations. The letter D indicates inter 


viewer comments and P the patient responses. of special interest are 
the interviewer’s thoughts about what was transpiring; these apana 
italics following some of the responses. The interviewer pane me 
(in general) hypertension is a result of repressed sexual drives. Thus, the 
interview is directed toward possible sources of repression. 


D. Dr. X sent you here? 

P. That's right. 

D. And asked us whether we can be of any help. 

P f hope so. . ; 

D. Can you tell me now—what in your opinion makes it necessary to treat 

R, ioe i ell as other doctors can find—there’s nothing 
Heh, i er to have it all the time. I seem to be always 

D tied up—always tied in knots. 

. Yo 
n Yes i nervous sweat all the time. Perspiration under the arms— 


I don't know. I can’t seem to put mY finger on anything definite why I 


wo» 


vord 
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should be that way. Yet everything I do, I zighten up. As to why I do, | 
don’t know. 

You said nervous? 

[“Nervous” is chosen as the cue word, implying “tied up in knots,” and 
“perspiration”] 

Maybe it is a nervous condition. Just what’s causing it, I don’t know. 
What do you mean—nervous? 


That's what I don’t know. I can’t seem to find out just what it is. I’ve done 
things over and over again, and I still feel that tightened up feeling all the 
time, no matter how many times I’ve done it. Yet I’m not shaky. Outwardly I 
seem to be all right. Everybody tells me I look good. It’s inside. It seems to 
be all inside. 

[The repeated expression “I don't know” isa defense against anda cover for 
the fear of becoming conscious of the cause of his condition. What are 
“things?”] 

What do you mean by “inside?” 


It seems to be internally. There’s nothing I can find to relax, so to speak. 
You can’t relax? 


That’s about it. The things I like to do that may relax, like dancing. I like 
to dance, but I find the exertion of dancing seems to bring up the pressure. I 
feel awfully tired and exhausted. I feel very warm, probably because of the 
pressure. It makes me perspire. 

[“Dancing” is one of the “things” for relaxation, but it makes him hot, 
sweating and tired, i.e., something about this activity is forbidden.] 

You like to dance? 


I do. But I get so tired very easily. I like to—but I don’t enjoy it. I mean 
I do like to dance, but when I do, I get so tired and so exhausted that I’m 
almost panting. It’s exertion for me. I don’t know why I should be nervous 
about dancing. I’ve done it so many hundreds of times. It’s always there. I 
think of going and I know I’m going to enjoy myself, yet I have that 
tightened up feeling. 

[Dancing makes him “nervous.” What does “dancing” mean? 

When you're doing new things, you get nervous? 


If it’s something different I were doing and I was in doubt just what it 
would be, I could see the reason for being nervous at something like that. 
But there are a lot of things I’ve done time and time again. Yet I still have 
that tightening up feeling. As Dr. X wrote, when I went up for my Army 
physical—he said that I don’t seem to be fully relaxed. I can see it, but I 
don’t seem to find anything that would be causing it. 


[Denial as defense against the exposure to the “unknown”: I can’t find 
anything that would be causing w] 


But you said, if you’re in doubt whether you can do something, then you 
get nervous... . 


S 


wb 


S 


> 
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I can see the reason for that. 

When? 

Well, I guess the ordinary person—I should think—if you're trying some- 

thing new and are in doubt about it—I think it would cause it. Maybe I'm 

different, but I should think if somebody was trying something new, 

something different—and is in doubt, he’d be nervous. 

For instance? 

A new job. Different type of work. You might not be able to do it or 

something like that. Then I can see the reason why a person might be a little 

nervous about doing it. But doing the same thing, and you know you’ve 

done it before—I don’t seem to be able to find out just what it is that makes 

me feel that way. Yet I always have that feeling. Outwardly I probably don’t 

show it. It’s inside of me, so to speak. It seems to be internally. 

[He is trying to ward off his unconscious anxiety by externalizing and 

rationalizing it.] 

You mean you feel it internally? 

Yes. I try not to show it. That might be causing the tightening up. 

[The threat comes from within.] 

How do you feel internally? 

In a knot, so to speak. 

In a knot, as you call it. Is that h 

about doing something new? 

[Returning to the first cue wor 

Or even things that I've done before, I fi 

Do you? 
ing. Before I even get up to dance, | feel that 

Yes. In the case of dancing Be `t know anything it might be. Maybe I’ve 

sort of tightening up feeling. I don’t know anyt ) à 

felt that way before and kind of wonder if IIl be feeling that way again. 

[Fear of failure when “moving toward” the forbidden object.] 


Do you mean the first time? 
When I did go. 

You felt shaky? 

That might be it. 


Do you remember? l 

ingi time I did go, I was a little bit 
Mayb +s something in that. The first t i ; 
ae it comes back to the same thing. I don’t know why it should 
be—it should be something I like to do. Yet there’s no reason Ican see why I 


should be nervous. , 2 
[This suggests his liking for dancing is somewhat forced. The pressure into 
the P oncinaes against resistance. When did dancing achieve the mean- 


i i ivity? 
wen of thg ger itaden ARR J (Deutsch & Murphy, 1955, pp. 249-252) 


ow you always feel when you're in doubt 


d to prepare an opening into the past.] 
nd myself that way, too. 


76 INTRODUCTION TO CLINICAL PSYCHOLOGY 


A Behavioral Interview 


The patient in the following interview was a young woman who sought 
treatment for interpersonal anxiety. The interviewer, Joseph Wolpe, is 
one of the founders of behavior therapy (see Chapter 7). The segment 
below represents the first effort to specify the nature, extent, and situ- 
ational factors of the patient’s difficulty. 


Therapist: 
Miss G: 
Therapist: 
Miss G: 
Therapist: 
Miss G: 
Therapist: 
Miss G: 
Therapist: 
Miss G: 
Therapist: 


Miss G: 


Therapist: 
Miss G: 


Therapist: 


Miss G: 
Therapist: 
Miss G: 


Therapist: 
Miss G: 


So your name is Carol Grant? How old are you? 
Twenty-one. 


What is your complaint? 


I am very very nervous all the time. 
All the time? 


Yes, all the time. 

How long has this been so? 

Since I was about fourteen. 

Can you remember what brought it on? 
No, not really, I wish I could. 


But, are you not saying that before you were fourteen you were 
not nervous? 

Well I was, but not to this extreme. I remember being . . . espe- 
cially in elementary school when I would have to read something 
in front of the class, then I would get very nervous about that— 
giving speeches or anything or answering in class. That would 
bother me. 

Well, that is a special situation, 


Yea, but now all the time. When I go out of the house, or walk 
out the door. 


Well, let’s try to build up a picture. You say that in elementary 
school you were only nervous when you had to get up and speak in 
front of the class. Only then? 


Yes. 
And then in high school? 


It got worse. When we would go out with boys I would be very 
nervous. 


Do you mean that you became more nervous in front of the class? 


I wouldn’t sleep for nights worrying about giving a speech in front 
of class or something like that. 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 
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And you also said you became nervous about going out with boys? 
Yes. You know, I was afraid, especially if I would have a blind 
date I would be scared to death. 

Well, isn’t that to some extent natural? 

I guess so, but not to the extremes that I would go to. 

And if you went out with somebody you knew. What about that? 
Well, after a while I would be a little calmer, but still nervous. 
And what about if you went out with girl friends? 


Not as much. I wouldn’t be quite as nervous, but still a little bit. 


Were there any other situations in which you developed nervous- 
ness while you were in high school? 

No others that I can think of, just basically when I would walk 
out of the house everything would just bother me. 

Everything? Like what? 


Well, you know I was afrai 
speeches like I said before. Just to be 


Just being with any people? 
Yes, it would bother me more i 
too well. 

What about at time of vacation? 
Vacation? I don’t know what you mean. 


Well. I mean you have to take tests and so onat school, but during 
vacation there are no tests. So would you still be nervous going out 


of the house? 

A little bit. But not quite as much. Becaus' 
of that. 

What year did y 
1963. 

And what did you do then? P 

I went to school and became a technician. 
What kind of technician? 

X-ray. 


Do you like this work? . PENSO 
j idn’t k ; what else to do 

4s just because I didn't now really w todo. 

ion vi ee be interesting and the only reason I went into it Is 

ee I thought it was interesting, but once I got there, I was very 

oe about everything. It would scare me to be with patients. 


i ? 
Patients would scare you: 


d to take tests or things like that or make 
with people would scare me. 


f I was with people I didn’t know 


e I wouldn’t be thinking 


ou graduate from school? 
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Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Therapist: 


Miss G: 


Well, especially the sick ones. If something would happen to them. 
You were scared that something might happen to them? 

Yes, like they would have an attack or something. 

Has this ever happened? 

No, not really. 


Well, it is now about five years since you became a technician. 
It is about four. 


During those four years have you become more nervous or less 
nervous or stayed the same? 


Definitely more. 


You have been getting gradually more nervous? 
Yes. 


All the time? 


Yes. My mouth tightens up all the time. 


I see. Now, are there an 
nowadays? 


Special things? 


y special things that make you nervous 


Well, let’s start off by considering your work situation. 
Yes? 


You said that sick persons make you more nervous? 
And my boss. 
Yes? 


He makes me extremely nervous. I am afraid of him. 
Why, is he very strict? 

Um, yes, he gives that appearance. 

Does he carry on? Does he scream and so on? 


Never at me. But I am always afraid that will happen. 
And what about nurses? 


Not really. I am not in much contact with them. 
And who else scares you? 

Men. 

Men? 

If I go out with them. 


Yes. What about men 


f who come in where you are working, like 
medical students? 


Yes, they scare me too. They do. 


(Wolpe, 1969, pp. 42-45) 
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A Client-Centered Interview 


This interview segment comes from the initial interview of an eighteen- 
year-old man who was referred for therapy for treatment of “many 
worries and insecurities.” The interviewer, William U. Snyder, is a noted 


client-centered therapist. nee p . 
A distinguishing feature of this interview 1s the way the interviewer 
“follows” the patient by reflecting and clarifying his comments. The 


interviewer does not ask direct questions Or make interpretive com- 
ments. The letter C refers to the interviewer and S to the patient. 


C. I believe that Mr. Johnson said you had some things you would like to talk 
Over with me. ssa a ear 

S. Ye e I could iron some of the wrinkles out. I'm always 
ro ete things—not big things, just little things. I can’t get 
over the feeling that people are watching me. Then I worry about personal 
things and other things. When I see an ad in the paper I worry ee the 
things discussed in it although I know they aren’t true. I always felt that 
other fellows could always do things, but I could never come up to the other 
group. No matter how much people said otherwise, Ididn t believe them. Yl 
worry about exams that I’ve got even though there's no possibility of not 
making out well on them. Things just cram up inside of miy TEE, 
things. They just keep coming back. I keep pon me oS them and 
thinking about them. Like inads,ads like Lifebuoy ads. When mgoing out 
on a date I'll take a bath and then maybe Iwon kiseto eana 5 Pll use 
a cold shower and then after that I'll use a half dozen deo ee a I still 
worry about it on the date. And sometimes I bg Ln en Jac a I 
get together—that’s my friend. He’s a swell guy. It'st perl way ir im. 
There’s nothing we can do about it. We have just got to let iieo — to 
live it out. It just seems like the world is crowding in on us. Theresa eeling 
of frustration and nothing you can do about it. 

C. You feel pretty much upset about the thing, and that keeps you worrying 
about it. ' 

S. + worry about it, but I do. Lots of things—money, 
a hectare I feel that everyone's just waiting f wil chance to 
jump on me. It’s like they were breathing down my neck Bape ora chance 
to find something wrong. At school there were fellows like ee waiting for 
me. Ican’t stand people laughing at me. Ican’t stand ridicule. hat’s why I m 
afraid of kids. When I meet somebody I wonder what he s actually thinking 
of me. Then later on I wonder how ] match up to what he’s come to think of 


me. 


C. You feel that you're pretty responsive to the opinions of other people. 
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Yes, but it’s things that shouldn’t worry me. 


You feel that it’s the sort of thing that shouldn’t be upsetting, but they do get 
you pretty much worried anyway. 


Just some of them. Most of those things do worry me because they’re true. 
The ones I told you, that is. But there are lots of little things that aren’t true. 
And time bothers me, too. That is, when I haven’t anything to do. Things 
just seem to be piling up, piling up inside of me. When I haven't anything to 
do I roam around. I feel like—at home when I wasat the theater and nobody 
would come in, I used to wear it off by socking the doors. It’s a feeling that 
things were crowding up and they were going to burst. 


You feel that it’s a sort of oppression with some frustration and that things 
are just unmanageable. 


In a way, but some things just seem illogical. I’m afraid I’m not very clear 
here but that’s the way it comes. 


That’s all right. You say just what you think. 


That’s another thing. When I speak I know what I want to say but I don’t 
seem to be able to say it. The wrong words come out and I can’t express what 
I want to say even though I have the idea. Sometimes I'll have to go back and 


recover the thread of it. I'll find I’m not on the subject. Sometimes I can’t 
find words to express what I mean. 


It’s pretty upsetting when you find you can’t express yourself. 

Yes, words are just piling up. I’ve got something to let out but I can’t find 
words to let it out. Sometimes I worry about just where the line between 
Sanity and insanity really is. That’s why things I shouldn’t worry about 
worry me. I worry about trivial things that are all illogical. 


You worry for fear that these things may be an indication that you are not 
in control of yourself. 

I feel maybe it’s not insa 
but in a certain sense it’s 


had a toy train that if t 
down. 


nity the way most people think of it. I’m not violent 
unbalanced. Maybe there is a wheel off the track. I 
he wheel came off the track, the whole thing slowed 


You feel you aren’t violen 


t like insanity is pictured by most people, but 
you feel that you’re abnor, 


mal and it worries you. 

Yes, I feel some part may be deranged some place. Some minor part— 
very small thing, but it upsets everything. Sometimes I want todo something 
and get the energy out. We used to do things to try to forget. Some things, 
my parents and my brother didn’t know. Sometimes we'd go to Tony’s 


Tavern. Personally I can’t stand the stuff. It’s just the feeling you forget and 
everything seems to adjust itself. 


You feel a tension 


| which you have to release 
from things and tr 


y to get rid of it. 
I try to get away from the feeling that things inside of me are going to pull 


so sometimes you go away 
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myself apart. I'd do anything to get away from it. We used to go swimming 
in the quarry when we felt like that. We used to swim and swim until our 
arms were falling off. That relieved the tension. We used to fight each other 
just to get rid of the feeling that things were there. 

C. You had a sort of inexpressible anxiety about a good many pressures. 

S. Yes, internal ones. I can’t express it. It’s like a balloon swelling up inside 
and some day it’s going to burst. It’s like an appendix. It swells up and 
eventually it bursts and gets rid of infection. 

C. You get to the point where you're pretty much worried and you feel you 
can’t do much. 

S. Yes, I want—I worry whenever I’ 
it, then I know it’s going to come. 


m alone. If I’m alone and I think about 
If I keep busy, I don’t worry too much. 
(Snyder, 1947, pp. 21-24) 


Critical Appraisal 


an assessment technique. As with any 
iability and validity cannot be taken 


for granted; rather, they must be empirically evaluated. However, unlike 
Many other assessment procedures, interviewing is not a discrete, stan- 


dardized technique with a consistent, specific purpose. It is a complex 


Process with many highly variable factors. Interview format (e.g., the 
amount of structure) interacts with interviewer style and client type to 
make each interview unique. Interviews also yield diverse types of data: 
diagnoses, demographic information, personality profiles, behavioral 
descriptions, and so on. Thus, any attempt to assess reliability and 
validity would have to specify at least the type of interview, interviewer, 
and client, as well as the type of data under study. It would then be 
Tather difficult to generalize the conclusions to other combinations of 
those variables, Furthermore, lack of reliability or validity can often be 
ascribed to factors other than the interview. For example, there is 
generally low reliability in diagnosing panenn (cE. Hersens 1970). Is'this 
because interviews provide faulty information, OT because the diagnostic 
labels are poorly defined, or because the clinicians involved in such 
research were inefficient, OF other reasons? Obviously, it would be 
difficult to label the interview the source of the problem. - 

While no general conclusions about interviewing can be drawn, it is 
Possible to examine the assumptions upon which interviewing is based 
and factors which affect the interview process. In this final section, we 


The clinical interview is basically 
Other assessment technique, its rel 
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will discuss some of the factors which can reduce the interview’s reli- 
ability and validity. Let us consider difficulties arising from three general 
sources: the client, the interviewer, and the interaction. 


Client Factors 


The client is the source of all information in the interview. Basically, 
then, the validity of the interview hinges on the accuracy of the client’s 
information. Most clients come for treatment voluntarily and are moti- 
vated to be truthful and give accurate information. That is nor the case 
with people who are being interviewed under duress, such as those sent 
by the court, children brought in by their parents, and spouses threatened 
with divorce if they do not seek help. Contrary to popular myth, even 
skilled interviewers cannot always reliably distinguish truth from lie, 
accuracy from distortion. For example, research on impression manage- 
ment has demonstrated that even psychotic patients can make them- 
selves appear competent or incompetent, depending upon whether they 
want to remain in or leave the psychiatric hospital (Braginsky & Bra- 
ginsky, 1967). 

However, even when the client tells the truth, accuracy is not 
always certain. In fact, outside of factual data such as demographic 
information, distortion and error seem quite likely (cf. Bellack & Her- 
sen, 1977b). To report a behavior pattern accurately, the client must 
have observed the behavior, remember it, and be able to reflect back on 
It without distortion. Most people are rather poor at observing their 
own behavior and often do not know precisely what they are doing. 
They are also unaware of the reasons for their behavior, whether en- 
vironmental (e.g., reinforcers) or internal, Even when they do self- 
observe, they often have little reason to remember the content. Finally, 
memories of past behavior are often distorted in one of two ways. First, 
the clinician is typically interested in anxiety-producing experiences and 
situations. However, the distress involved in such situations interferes 
with perception, producing a distorted view of what is happening (cf. 
Bellack, 1980). For example, a person who is unassertive and afraid of 
any display of anger may perceive even the slightest expression of 
annoyance as rage. Consequently, this person could not provide an 


ong picture of personal feelings and behavior, or of experience with 
others. 


INTERVIEWING 83 


A second source of distortion affects the recall of material. Most 
people cannot see themselves with impartiality and objectivity. They 
form an image of themselves and interpret their behavior so as to be 
consistent with that image. When they attempt to recall past experience 
and account for their behavior, bits and pieces of memories are com- 
bined, filtered, and interpreted so as to form a coherent and consistent 
picture. The nature and degree of distortion will vary with the client’s 
dysfunction. For example, depression has been explained as primarily a 
Cognitive disorder (cf. Rush & Beck, 1978). According to this theory, 
depressed persons have a highly pessimistic view of themselves, their 
environment, and their future. Hence, current perceptions and memories 
are painted black by this negative orientation to the world. Anxiety is 
another factor which can distort both recall and reports (Martin, 1971). 
Some memories and issues are simply too painful or threatening for the 
client to face. The so-called defense mechanisms (¢.g., denial, repression, 
Tationalization) all serve to reduce anxiety by reshaping experience and 
memories, ee. 

All the factors described above combine to limit the accuracy of 
Self-reports. According to the literature, there is little correspondence 
between self-report and overt behavior, and between self-report and 
Physiological arousal (Bellack & Hersen, 1977b; Hersen & Bellack, 
1977). These limitations of self-report data are the primary reasons for 
the use of other assessment procedures, such as projective tests and 
direct observation, We do not mean to suggest that the interview is 
hopelessly invalid. Quite the contrary. In many cases, client self-report is 
Substantially accurate and no other data are required. However, there is 
a potential bias in self-reports which occasionally makes them almost 
Useless. 


Interviewer Factors 


client’s information, integrating the 
diverse data and drawing conclusions. Even if the data are accurate, the 
interview can be invalid if the interviewer introduces some error. We 

ave already considered several possible sources of error: failure to 
Bather enough information to reach valid conclusions, failure to per- 
ceive client reports accurately, inability to develop rapport with the 
client, and simply poor interviewing. The interviewer could also be 


The interviewer must process the 
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operating from an inaccurate or inadequate data base. That is, he or she 
might not be sufficiently aware of the literature on a behavior pattern or 
the meaning of a particular response to make accurate interpretations. 

Consider a situation in which the interviewer is skilled and knowl- 
edgeable, and accurately perceives the client’s communication. Even 
under these ideal circumstances, the interview may be invalid. The 
primary issue here is the adequacy of clinical judgment and subjective 
inference. Some psychologists argue that such inference is an essential 
part of clinical evaluation (cf. Holt, 1958; Meehl, 1957). Further, the 
experienced clinician is said to be in a unique position to integrate the 
data. After all, he or she is able to creatively and adaptively examine it 
in the context of the extensive personal norms developed through 
clinical practice. 

Others, however, believe that the clinician is rather poor at proc- 
essing the data and drawing valid conclusions. Even the full-time private 
practitioner sees relatively few clients of any specific type in the course 
of a career; hence, personal norms are not extensive enough to provide a 
sound basis for judgments. Furthermore, the clinician makes many 
interpretations and predictions, and reaches many conclusions while 
interacting with clients. The accuracy of these judgments is rarely 
checked. For example, the specific basis for a prediction about therapy 
outcome will rarely be written down (or otherwise recalled) and later 
examined. Often, associations and assumptions simply become part of 
the clinician's belief system with no empirical rationale. The tendency of 
clinicians to persist in drawing invalid conclusions despite contradictory 
research data was shown by Chapman and Chapman (1969). They 
found that the appearance of a relationship or the meaning of a response 
had more Impact on judgments than data—a phenomenon they called 
“illusory correlation.” Finally, there is some question about the clini- 
cian’s physical ability to integrate all the information involved in clinical 
decision making. Human information-processing ability is limited; only 
a certain amount of data can be integrated at any one time. Clinical 
assessment involves more data than the clinician can effectively process. 
For this reason, the clinician develops a set of beliefs, pseudo-base rates, 
and interpretations which are, at best, only partially valid, applies them 
uncritically, and reaches faulty conclusions. This pattern persists be- 
cause of occasional chance “hits” (accurate conclusions), overgenerali- 
zations which cover many cases slightly and few specifically, and sup- 
port from colleagues who are equally in error. 


We agree largely with the second position, which questions the 
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validity of clinical judgment. In general, research has not supported the 
use of clinical inference (Meehl, 1954). However, we do not believe that 
this difficulty totally invalidates interviewing any more than does the 
problem with self-report. The more the clinician relies on intuition and 
the less critical the appraisal, the less valid he or she will be. Conversely, 
validity and effectiveness can be substantially increased if the clinician 
Systematically refers to the empirical literature and attempts to cross- 
validate inferences and predictions. In addition, the literature generally 
suggests that the more objective the evaluation process, the less it is 
subject to bias and error (e.g., Kent, O'Leary, Diament, & Dietz, 1974). 
In summary, the good clinician must be aware of his or her own 
limitations—-not the least of which is the data base—as well as the 
Potential inaccuracy of the client’s report. 


Interaction Factors 

The sources of error discussed above are produced by either the client or 
the clinician alone; for example, the clinician has no role in the client’s 
faulty recollection, Other difficulties, however, are basically joint prod- 
ucts. Some of them are created by one person, but some interaction is 
needed, Perhaps the most obvious potential source of error is the client- 
Interviewer relationship. We have already discussed the importance ofa 
Positive relationship in promoting communication. The impact of the 
client-thera pist relationship has been documented in many studies. For 
example, it has been shown that clients are more communicative and 
Interviews are more productive with warm (as opposed to cold) inter- 
viewers (Pope & Siegman, 1972) and with friendly as opposed to reserved 
interviewers (Heller, 1972). Similarly, high-status interviewers produce 
8reater client productivity than do low-status interviewers (Pope & 
Siegman, 1972). Both the nature and the extent of the client's com- 
Munication depend largely on the way he or she perceives the inter- 
viewer and the way the two individuals relate to one another. These 
findings about productivity are important, because the accuracy of the 
Clinician’s conclusions depends greatly on the amount of information 
Collected. Conclusions can easily be distorted by omissions as well as by 


“troneous client reports. 

int The client’s behavior in the in 
erviewer in other ways as Well. 

Colleagues (cf. Matarazzo & Wiens, 1972 


terview is very much affected by the 
For example, Matarazzo and his 
) have shown that the duration 
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and latency of client responses vary according to the duration and 
latency of interviewer comments. Thus, the interviewer can get the client 
to make longer responses by lengthening his or her own. Siegman and 
Pope (1972) report that ambiguous (i.e., nonspecific) interviewer ques- 
tions and comments decreased clients’ verbal fluency (making them 
more hesitant in their replies), but increased the interview’s productivity. 
There is also much evidence that the interviewer can subtly shape the 
nature of client statements (as well as the direction of the interview) 
through the use of social reinforcement procedures, such as head nods, 
“yeh,” and “mm hmm” (cf. Murray & Jacobson, 1971). All these forms 
of influence are potential sources of bias and distortion, especially if the 
interviewer is unaware of their impact. Of course, the skillful interviewer 


may be able to conduct more effective and valid interviews by system- 
atically promoting appropriate client behavior. 


Summary 


This chapter has presented an introduction to clinical assessment. We 
first considered the assessment process, comparing it to a research 
Program in which the clinician formulates and tests certain hypotheses. 
We then examined the role of the interview as the first stage in the 
assessment Process—providing both a stimulus for further assessment 
and a context for understanding data secured from other sources. ’ 

The remainder of the chapter focused on the interview itself. First, 
the diverse sources of data in the interview were described, including 
client self-report and observation of client behavior. The next section 
focused on interview techniques, including the organization of the inter- 
view, the clinical relationship, and some of the specifics of interviewing. 
Examples of interview styles in the psychodynamic, behavioral, and 
client-centered modes were then presented. 

The final section of the chapter appraised the interview as an 
otential sources of invalidity were considered: 
and the interaction. In general, the interview 
sment regardless of theoretical orientation. 
y by a skilled interviewer who is familiar with 


s on intuition and subjective judgment, the 


greater the likelihood of bias and error. 


CHAPTER 
FOUR 


Psychological 
Testing 


The assessment process usually involves psychological testing. A wide 
Variety of tests are available for different client populations. The settings 
for testing range from clinics to hospitals to schools to industrial con- 
cerns. Given the specific referral question, categories have included: 
intelligence, achievement, aptitude, vocational, objective personality, 
Projective, and neuropsychological tests. Clients include adults, chil- 
dren, and infants, with the whole spectrum of diagnostic possibilities 
‘Tom normal to pathological) evaluated. Although it is obviously dif- 
ficult to be precise, several million Americans are tested each year (cf. 
Cronbach, 1975). Indeed, testing has become a profitable business; 
many corporations publish and market primarily psychological tests 
(€.g., The Psychological Corporation; Science Research Associates). 
Clinical psychology has been associated with the testing movement 
throughout the twentieth century. It is little wonder, then, that the 
Media and the public often view psychological testing as the clinician’s 
Primary function. Of course, this association has been heavily reinforced 
Y educators and psychiatrists as well as by many clinical psychologists 
themselves, Despite the stormy history of the testing movement, recent 
Surveys (e.g., Wade & Baker, 1977) suggest that psychological testing 
(cf. Lewandowski & Saccuzzo, 1976; Tolor, 1973) is thriving. Moreover, 
Scores of books are published regularly on both general and specific 
Sects of testing (e.g., Andrulis, 1977; Cronbach, 1970; Matarazzo, 
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1972; Rickers-Ovsiankina, 1977; Russell, Neuringer, & Goldstein, 1970). 
However, in the last decade, testing has come under heavy attack from 
the media, the courts (cf. APA Monitor, 1977, 1978), and clinical 
psychology itself (e.g., McClelland, 1973). (See also the discussion in 
Chapter 5 of how behavior therapists have substituted direct assessment 
strategies for traditional psychological testing.) 

In this chapter, we survey psychological testing as practiced by the 
clinical psychologist. In particular, we will examine the use of various 
psychological tests in light of recent criticisms and controversies. First, 
we will deal with the tests most often used by clinical psychologists. 
Second, we will examine the APA recommendations for the develop- 
ment and use of psychological tests, including normative data, reli- 
ability, validity, and ethics. Third will be an overview of intelligence 
testing and the many problems it has created. Fourth will be an assess- 
ment of the development and contemporary thinking in the field about 
the use of projective tests. Fifth, we will describe “objective personality 
testing,” using the Minnesota Multiphasic Personality Inventory 
(MMPI). Sixth will be a discussion of how neuropsychological tests are 
being employed. Seventh, we will consider the use of test batteries (i.¢., 
several different tests to identify levels of intellectual and emotional 
functioning in clients). Eighth, we will evaluate how clinicians use and 
interpret their test data, including clinical inference, scoring, and use of 
valid signs. And finally, we will appraise the reliability and validity of 


tests being used today in terms of experimental, clinical, and societal 
considerations, 


Current Status 


The Status of psychological testing can best be described as extremely 
ambiguous. This is true despite the fact that Buros (1974), the editor of 
Tests in Print, listed 2,476 tests that were available in 1974. However, in 
many respects psychological testing has been on a downhill course in the 
last two decades. Bersoff (1973) refers to this decline as turning “a silk 
purse into a sow’s ear.” He notes: 


For almost 50 years, beginning with World War I, psychological testing 
was perceived as the vehicle by which major decisions about people’s lives 
could be made in industry, the military, hospitals, mental health clinics, 
and the schools. Scores derived from psychometric instruments were used 
to classify, segregate, track, advance, employ, institutionalize, and educate 
people. Now, IQ testing is outlawed in San Francisco, personnel selection 
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tests are declared illegal unless directly relevant to employment, group 
intelligence measures are banned in New York City schools, a whole 
profession which has distinguished itself from psychiatry primarily be- 
cause its practitioners can test has been declared moribund, and school 
psychologists in Boston have been declared incompetent. In the last 10 
years, what was once a silk purse has been transformed into a sow’s ear. 

Who is to be held accountable for this psychological alchemy? The 
answer is two brands of “psychos”: psychoanalysts and psychometricians. 
Psychoanalysts are to blame because they have perpetrated a fraudulent 
(Freudulent?) theory of personality and have perpetuated its myth. Psy- 
chometrists, the test constructors, are to blame because they have for- 
gotten their historical antecedents and have become overly concerned with 
psychometric aesthetics to the neglect of validity (p. 892). 


The above quotation captures only some of the problems in psy- 
chological testing and obviously reflects the author’s own biases. Al- 
though we are generally in sympathy with Bersoffs position, a more 
Objective way to evaluate testing is to look at surveys conducted over the 
last two decades—surveys on the use of and attitudes toward testing 


held by clinical psychologists. In addition to determining the popularity 


of various tests, these surveys have examined the discrepant values 


ascribed to testing by both academic and clinical psychologists prac- 
Ucing in the community and in institutional settings. The decrease in 
Publishing related to psychological testing has also been documented. 
Between 1961 and 1976 three surveys were conducted to determine 
how psychological tests were used in the United States (Brown & 
McGuire, 1976: Lubin, Wallis, & Paine, 1971; Sundberg, 1961). The 
8eneral similarity of these surveys allows us to trace changes in test 
Usage over this fifteen-year period. The questionnaires developed for 
these surveys listed commonly used psychological tests, allowing the 
"spondent to indicate whether the test was used in the first place, and if 
So, how frequently (i.e., 0 = never. 1 = occasionally, 2 = frequently, 3 = 
Majority of cases), In each study, an attempt was made to send ques- 
Uonnaires to a cross section of agencies that employ clinical psychologists. 
or example, Sundberg’s (1961) questionnaire was mailed to VA hospi- 
tals, state hospitals institutions for the retarded, outpatient clinics, 
Counseling centers i university training clinics. The number of ques- 
tionnaires sent out for the three surveys Was 304, 551, and 249, re- 
SPectively, The return rate for usable completed questionnaires was 


a f 
PProximately 50 percent. 


Although many data were gathered, we will contrast the top ten 


tests 
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scores are indicated for each test. TM refers to the total mention of the 
test. For example, of 251 respondents in the Lubin et al. (1971) survey, 
how many used a given test (e.g., the Rorschach)? WS refers to the 
weighted score rank—the percentage of the test’s usage from, say, 251 
respondents multiplied by the frequency of usage (i.e., 0-3 rating). 

The data in Table 4.1 reveal both striking consistencies and im- 
pressive changes over the years. Among the top ten tests in Sundberg’s 
(1961) survey were four projectives, four intelligence tests, one objective 
personality test (MMPI), and one test to evaluate organicity (Bender- 
Gestalt). Interestingly, the composition of the top ten remained quite 
consistent in 1971 and 1976: five projectives, three intelligence tests, one 
objective personality test, and one test for organicity. 

However, over the fifteen years some definite changes did take 
place. The popularity of the Rorschach diminished in each successive 
survey, while that of the MMPI increased. Also, the Stanford-Binet 
declined substantially as the WISC (Wechsler Intelligence Scale for 
Children) and the WPPSI (Wechsler Preschool and Primary Scale of 
Intelligence) increased. (The TM and WS ranking of 1 for the WISC in 
the Brown & McGuire study undoubtedly points up sampling error, 1n 
that child treatment agencies were overrepresented.) 

To summarize the trends, objective tests (IQ, personality, organ- 
icity) have gained in popularity and usage over the last two decades. 
However, the use of projective tests, although diminished, is still quite 
extensive. 

Turning now to how testing is viewed in academia, let us consider 
two surveys designed to ascertain the attitude of academic psychologists 
toward projective testing. Thelen, Varble, and Johnson (1968) sent their 
questionnaire to representative faculty from seventy APA-approved 
clinical training programs and received an 86 percent return. In response 
to question 1: “Do you feel that knowledge and skill in the use O 
projectives are as important as they used to be?” 75 percent said yes, l 
percent no, and 13 percent were uncertain. In response to question >: 
“Do you think that research generally supports the value of projective 
techniques?” 62 percent said no, 12 percent yes, and 22 percent were 
uncertain. And in response to question 9: “Some of the major univer- 
sities are cutting down on the semester hour time for teaching projective 


techniques,” 51 percent reacted favorably, 22 percent unfavorably, and 
25 percent were neutral. 
Based on these results 


, it would indeed appear that academicians 
have b 


ecome more negative toward the projectives (cf. Louttit & 


16 


Table 4.1. 


Test Usage in The United States (1961-1976) 


Sundberg (1961) Lubin et al. (1971) Brown & McGuire (1976) 
Test TM WS Test TM WS Test TM WS 
Rorschach 1.0 1 WAIS 1.0 2 WISC 1.0 1 
Draw-A-Person 2.5 2 Rorschach 2.0 3 Bender-Gestalt 2.5 2 
(Machover) 
TAT 25 4 Bender-Gestalt 3:5 ie WAIS 2.5 3 
Bender-Gestalt 4.0 3 TAT 5.0 4 MMPI 4.5 4 
Standford-Binet 5.0 6 Draw-A-Person 6.0 5 Rorschach 6.0 5 
WAIS 6.0 5 MMPI 7.0 6 TAT 4.5 6 
MMPI 735 8 WISC 8.0 9 Sentence Completion 7.0 7 
Wechsler-Bellevue kS 9 Stanford-Binet 8-9 7-8 Draw-A-Person 8.0 8 
(Goodenough) 
Draw-A-Person 9.0 10 Sentence Completion 9.0 8 House-Tree-Person 11.0 0 
(Goodenough) 
WISC 10.0 7 House-Tree-Person 10.0 10 Stanford-Binet 9.0 10 
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Browne, 1947). In fact, when this survey was further analyzed in on 
of the respondents’ ages, it became clear that the older professors Wers 
the most positive while the younger ones were the most negative. es 
ever, in spite of the overall lack of enthusiasm for projective testing ( r 
least in theory), a large majority of those surveyed still wants ae 
students to take some course work in projective techniques (see er 
4.2). Although rather contradictory, Thelen et al. (1968) argue that: ( : 
some respondents may have felt that no viable alternative to projective 
was available, (2) others may have been reacting to the demands of the 
agencies, clinics, and institutions for projectives, and (3) still others a 
have thought that the clinical student should be exposed to a wi 3 
variety of educational experiences, deciding later on the usefulness an 
validity of projectives. d 
In a later survey of clinical psychology programs, Shemberg an 
Keeley (1970) confirmed that in contrast to the prior five years, pro- 
jectives had definitely decreased as the more objective tests had in- 
creased. Of course, the newer clinical programs tended to emphasize 
objective assessment, whereas the older ones taught projective testing. 
However, on the whole, there was a deemphasis on diagnostic ap- 
proaches altogether. . 
If this picture is confusing, it nevertheless represents the curren 
state of affairs. In fact, as we proceed, the confusion may even increase. 
We have already noted the academicians’ disillusionment with testing 1n 


eee ao & ; “iia Kà of 
general and projective testing in particular. This is especially true 


younger faculty members. m 
However, it may be a long time before the changes in academ 


Table 4.2. Attitudes About Requiring Clinical Students to Take 
Course Work in Projective Techniques 


% Response 


Should be Should be Should not 
Technique 


required optional be offered 
Sentence completion 41 51 6 
Rorschach 71 24 5 
TAT 71 23 4 
Figure drawings 36 


47 16 


From: Thelen et al. (1968), Table 4. 
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begin to take hold among practicing clinicians. This may cause problems 
for senior graduate students about to embark on clinical internships 
(Rice & Gurman, 1973) or when seeking employment (Levy & Fox, 
1975). More specifically, Rice and Gurman (1973) point out that intern- 
ship supervisors “. . . are disappointed in students who arrive for 
internship with gaps in basic clinical knowledge and are ambivalent 
about teaching what they consider to be the graduate school’s responsi- 
bility, that is, familiarity with the basic psychological assessment mea- 
sures, how to combine a battery of instruments for psychological evalu- 
ation. . . . Internship clinicians generally desire to refine and enhance 
basic skills, not to inculcate them” (p. 405). 

Given this discrepancy in training and expectations between the 
Clinical psychology department and the internship facility, the potential 
for conflict between interns and their supervisors is considerable. Of 
course, in the last decade, several internship centers have developed 
Specialized programs (i.€., behaviorally oriented) in which behavioral 
assessment has supplanted traditional psychological testing (see Chapter 
5). However, there are too few of these programs to accommodate all of 
the applicants seeking internship positions. — 

Similarly, when new clinical psychologists applied for jobs, Levy 
and Fox (1975) found that for 90 percent of the positions advertised in 
the A PA Employment Bulletin in 197 1-1972, psychological testing skills 
Were required. Moreover, 84 percent of these positions ppeitio’ pro- 
Jective techniques. Therefore, Levy and’ Fox conclude that“. ae testing 
skills, including those involved in projective testing, are an important 
Part of what clinical psychologists are expected to do (p. 424). 

Another way to gauge the testing movement is to examine the 
Publication rate for the subject. For other aspects of clinical psychology, 
Publication rate in the past has proved a barometer of changes, trends, 
and fads in the field. Thus, Tolor (1973) looked at the publication rate of 
articles on diagnosis in five journals (Journal of Abnormal Psychology, 
Journal of Clinical Psychology. Journal of Consulting and Clinical 
Psychology, Journal of Personality Assessment, Psychological Reports) 
between 1951 and 1970. With the exception of the Journal of Clinical 
Psychology, articles on the diagnostic process decreased significantly 
Over time. “The evidence based on analysis of the content of articles that 
’Ppeared in five journals commonly used by clinical psychologists as 
Publication outlets quite convincingly points to the diminished role of 

lagnostic function on the contemporary American scene” (Tolor, 1973, 
P. 340). 
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Psychometric and Ethical Standards 


In developing a good psychological test, three basic psychometric 
qualities must be maintained: norms, reliability, and validity. If they are 
missing, the extrinsic value of any given test can be seriously questioned 
(cf. Cronbach, 1970). And once these values for a test are established, 
the practicing clinician must be fully aware of them. Given the delicate 
decisions that are often made on the basis of testing, as well as the 
emotionally charged social climate of testing today, the clinical psy- 
chologist would be doubly remiss in giving unreliable or invalid tests 
whose norms are not clearly defined. 

Several booklets outlining technical recommendations for psycho- 
logical tests have been published by the APA since 1954. The most 
recent of these, Standards for Educational & Psychological Tests, ap- 
peared in 1974. “Part of the stimulus for revision is an awakened 
concern about problems like invasion of privacy or discrimination 
against members of groups such as minorities or women. Serious mis- 
uses of tests include, for example, labeling Spanish-speaking children as 
mentally retarded on the basis of scores on tests standardized on a 
representative sample of American children, or using a test with a major 
loading on verbal comprehension without appropriate validation in an 
attempt to screen out large numbers of blacks from manipulative jobs 
requiring minimal communication” (APA, 1974, p. 1). In short, the 
Most recent revision of this manual is designed largely ro avoid the 
Pitfalls of the discriminatory use of tests. 

Let us now examine some of the recommendations in the latest 
APA manual. In discussing the various tests used by clinical psycholo- 


gists later on, our appraisals of these tests will be based on how well they 
conform to the Properties defined below. 


Norms 


Norms refer to the Tange of scores obta 
standardization sample. In practice, the st 
large and representative. To review, th 
scores is arranged so that there are three 
three below the mean of all scores. Th 
standard deviation intervals above and 


ined on a given test by the 
andardization sample is bot 
e bell-shaped distribution ° 
standard deviations above an 
us, at times norms may form 
below the mean. Sometimes 
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norms are presented as percentile scores (e.g., a score at the mean is 
equal to the 50th percentile). 

The purpose of norms (which are usually presented at the beginning 
of the test manual) is to allow the tester to compare an individual score 
with the scores of other similar individuals. For example, how does a 
Particular score on a college entrance examination compare with norms 
for successful college graduates? 

Of course, there is always the danger that norms can be used ina 
discriminatory manner. Consider the following possibility. Suppose a 
Poor high school student attains a score of 60 on an aptitude test. When 
comparing this score with norms for high school students of similar 
status, a score of 60 may fall in the 80th percentile. However, when 
Comparing it with those of wealthy middle-class high school students, 
the same score of 60 may fall in the 40th percentile. 

Clearly, several series of specific as well as general norms must be 
established for each test developed. Again, this is important not only for 
the test developer but also for the test user. Without appropriate norms, 
an individual's test score might be totally misinterpreted. And as a 
result, the individual could suffer personal harm as a result of mis- 
Classification. This, unfortunately, has often happened when low IQ 
Scores of foreign-speaking persons have been sweepingly interpreted as 
Indicating “mental deficiency”; in fact, there were simply no appropriate 
Norms for such people at the time. As the 1974 APA manual clearly 
States: “Norms presented in the test manual should refer to defined and 
Clearly described populations. These populations should be the groups 


With whom users of the test will ordinarily wish to compare the persons 
tested” (APA, 1974, p. 20). 


Reliability 


ic consideration in test construction is 

in a scientific sense means that a given 
Observation or event can be reproduced at will under sie con- 
ditions, Reliability refers to whether a test score actually reflects the 
Characteristic being measured (€-8-» depression) or 1s ae an indi- 
Cation of chance factors. Such chance factors are often calle wars 
Ment error.” Thus, if a test is described as reliable, the psycho ogical 
€Xaminer should be able to accept a given score as being a ne indicator 
of the characteristic being assessed. Also, chance factors of measure- 


Ment error should be at a minimum. 


A second important psychometr 
reliability, In general, reliability 
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A test’s reliability is expressed as a correlation coefficient (r = 0.00 
to 1.00). The closer it is to 1.00, the greater the reliability. By con- 
vention, however, a test whose reliability is equal to or greater than 0.80 
is considered to be sufficiently reliable. 

There are several ways to determine reliability. One of the easiest is 
to give the same test to the same individual (under similar conditions) on 
two separate occasions (i.e., test-retest). Then the two test scores are 
correlated. Although this is one of the methods most frequently used, it 
does have certain limitations. One of the problems is to insure that the 
test-retest interval is great enough so that practice or familiarity with the 
items do not affect the retest. On the other hand, if the interval is too 
long, educational, maturational, and other experiences may influence 
changed responses on the retest. 

An alternative approach is to develop parallel forms of the test. 
This, then, should mitigate the problems with the test-retest method. 
However, this is usually a time-consuming and costly procedure. Also, 
is difficult to develop test items that have equal value and equal “pull 
for a given characteristic. This is especially true in projective testing. , 

A third method for determining test reliability is the “split-half 
reliability approach. Here, instead of developing parallel forms, the 
existing test is divided into two (odd-numbered versus even-numbered 
items). The entire test is given as usual, but the total scores obtained on 
the basis of the odd- and even-numbered items are correlated. The 
problem here is that odd- and even-numbered items may not be care- 
fully matched in the first place. e 

Clearly, then, even if a test manual reports respectable reliability 
levels, the careful examiner should be fully aware of how the reliability 
figure was determined and calculated. A mere statement that the test ÍS 
“reliable” is obviously insufficient. 

In addition to test reliability, there is the issue of inter-scoret 
reliability. In tests where scorer judgment may be at issue (€.8-> T°- 
sponses to an IQ or projective test), one must be able to demonstrate 
that independent scorers, given equal training and operational defi- 
nitions of correct and incorrect responses, are able to arrive at very 
similar conclusions (i.e., close to identical scores on a particular test). 
Here too a correlation of r = 0.80 would be considered a minima 
acceptable criterion for inter-scorer reliability. In the absence of ac 
ceptable inter-scorer reliability, the usefulness of the test would indeed 
be questionable. In demonstrating good inter-scorer reliability, inde- 


pendent scores for both individual items and total test scores would be 
correlated. 
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Validity 


A high reliability coefficient, unfortunately, does not automatically 
ensure test validity. On the other hand, if the reliability coefficient is 
low, it is most unlikely that good validity will be attained. Let us now 
define validity. According to the APA manual, “Questions of validity 
are questions of what may be properly inferred from a test score; 
Validity refers to the appropriateness of inferences from test scores or 
other forms of assessment. The many types of validity questions can, for 
convenience, be reduced to two: (a) What can be inferred about what is 
being measured by the test? (b) What can be inferred about other 
behavior?” (APA, 1974, p. 24). Put more simply, test validity indicates 
Whether the test truly measures what it is supposed to measure. For 
example, in the case of a depression inventory, is the test really mea- 
suring depression? Are scores highly correlated with independent cli- 
Nicians’ ratings of depression? What is the correlation between scores on 
the depression inventory and other tests of depression? Do scores on the 
€pression inventory relate to observed symptoms of depression (¢.g., 
Crying spells, sadness, poor sleep, loss of appetite, loss of energy)? 
As with reliability, validity can be determined in many ways. Again, 
the mere statement that a test is valid or invalid is generally insufficient. 
The kind of validity that a test possesses is particularly important. 
Cronbach (1970) contends that “The question to ask is ‘How valid is this 
test for the decision I wish to make’ or ‘How valid is the interpretation I 


Propose for the test?” (p. 122). 


The first type of validity to be d i 
Measured in a numerical or psychometric sense. Instead, it refers more 


to a global impression that the test appears to be reasonable—that is, it 
Seems to be measuring what it says it is measuring. The items appear to 
be related to the dimension (€-8-» anxiety, depression, schizophrenia) in 
question. However, as astutely pointed out by Cronbach (1970), many 
tests that appear to have face validity turn out to be very poor predictors 
of the dimension in question. e o 

A more psychometrically related kind of validity is content validity. 
AS the term implies, a test that has sufficient content validity is one in 
Which “, | | the behaviors demonstrated in testing constitute a repre- 
Sentative sample of behaviors to be exhibited in a desired performance 
domain” (APA, 1974, p. 28). For example, does a final examination ask 
Questions About ateral actually covered in the course? To establish 


described, face validity, is not 
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good content validity, the test developer usually takes the primary 
dimension (e.g., anxiety or depression) and subdivides it into relevant 
subcategories. In this way, it becomes possible to construct items that 
are representative of all the subcategories. With this procedure, a truly 
representative sample of the universe of items emerges. 

The next two types of validity—criterion-related validity—are €x- 
tremely important. Here, the test score is correlated with a readily 
available external criterion. The first validity procedure is called con- 
current validity. As the term implies, the test score is correlated with an 
external criterion that is currently available at the time of testing. An 
example of this might be the correlation of achievement test scores with 
current performance (i.e., grade-point average) in the classroom. By 
contrast, for predictive validity, the test score is correlated with an 
external criterion that will be available in the future. One example is the 
correlation of college entrance examination scores with subsequent 
success in college. In either instance (concurrent or predictive validity), 
the closer the correlation approaches r = 1.00, the greater the validity of 
the test. 

Probably the most “amorphous” strategy for determining test 
validity is construct validation.! It is amorphous in the sense that 
construct validation is a continuous process “based on an accumulation 
of research results” rather than being based on any one study. There- 
fore, construct validity on any given test is always a matter of interpre- 
tation. “In obtaining the information needed to establish construct 
validity, the investigator begins by formulating hypotheses about the 
characteristics of those who have high scores on the test in contrast to 
those who have low scores. Taken together, such hypotheses form at 
least a tentative theory about the nature of the construct the test is 
believed to be measuring” (APA, 1974, p. 30). 

An example of such a’construct is anxiety. In researching the 
construct validity of a test of anxiety, the test developer has certain 
hypotheses as to how high-anxious and low-anxious people behave 
(e.g., high-anxious people have increased heart rates when placed in 
stressful situations). Thus, scores on an anxiety test may be correlated 
with subjects’ heart rates in a behavioral stress situation. Also, the test 
may be correlated with other tests that presume to measure anxiety. of 
course, the test is likely to be more valuable if the correlation with heart 
rate is higher than with the second test of anxiety. If the reverse were 
true, needless duplication of measurement would be represented by the 


1. A construct is a hypothesized entity, which therefore can be measured only indirectly. 


————- 
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two tests. Thus, in the ideal situation there should be moderate cor- 
relations between and among tests of anxiety and higher correlations 
with external criteria presumed to differentiate high-anxious and low- 


anxious individuals. 


Ethical Standards 


As a professional serving the general public in the role of psychological 
examiner, the clinician is expected to act in an ethical manner. Although 
the importance of ethics has been acknowledged (APA, 1974), we 
contend that this area receives too little attention during the training 
Period. That is not to say that graduate clinical programs avoid the 
issue. However, certain matters relating to ethical standards need to be 
underscored more carefully. f 

Probably the most crucial area is that of test selection. Although 
perhaps not typically seen in this light, the selection of tests with 
adequate norms, reliability, and validity for diagnostic purposes 1s the 
Clinician’s ethical responsibility. As previously noted, many critical de- 
Cisions are often made on the basis of test scores and the ensuing 
Psychological test report. In that light, let us consider the following 
Medical analogy. What would happen if a physician made crucial medi- 
cal judgments on the basis of diagnostic procedures of questionable 
reliability and validity? It is obvious that the examiner must thoroughly 
Understand the research literature for the tests used. Although this 
Seems so obvious as to be a given, a recent survey (Wade & Baker, 1977) 
Suggests that many clinical psychologists pay more attention to their 
own convictions about a particular test than to the relevant research 
Conclusions, In our judgment, this borders on the unethical. 

A second ethical consideration relates to test security. This means 
that the examiner must safeguard the stimulus materials and the an- 
SWers (e.g., on IQ and achievement tests) for many tests and inventories. 
Only those who administer, score, and interpret the tests should have 
Access to such materials. Without test security, the validity of test scores 
Would obviously be greatly reduced. Further, psychological pe » $ 
serious endeavor; it does not and should never fall into the realm o 


“parlor games.” i 

A third major ethical responsibility relates to how test scores are 
sent to the referral party and what kind of information is given to the 
Client. For example, if the client scores 1 19 on the WAIS and the report 


is being forwarded to another clinical psychologist, one could normally 
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assume that the referral party would know that this score is over one 
standard deviation above the mean. However, to report the score alone 
to a referral source who is not knowledgeable is neither sufficient nor 
appropriate. In this instance, it would be desirable to report that the 
WAIS IQ score of 119 means that the client is functioning in the upper 
end of the “bright-normal” range of intelligence and that the score falls 
in the 90th percentile. Also, it might be useful to explain what the 90th 
percentile means (i.e., the score is greater than that attained by 90 
percent of the population). 

Equally important, the psychological examiner and/ or the referring 
source should discuss the test results with the client. Too often the 
psychological examination has an unnecessary aura of mystery that 
probably impedes communication between tester and client as well as 
hindering performance (cf. Towbin, 1961). In the example of our 119 
WAIS IQ score, direct feedback as to the actual score is not recom- 
mended. However, feedback about the percentile equivalent and what it 
means and implies is quite consistent with the APA guidelines (APA, 
1974). Feedback about performance on “personality” tests should be 
handled the same way. Again, exact scores are neither recommended 
nor are they particularly useful to the client. But an overall description 
in layman’s terminology should be given once all materials are scored 
and interpreted. 

We have highlighted only some of the primary ethical responsi- 
bilities of the psychological examiner. However, there are many more 
that become apparent in day-to-day clinical practice. The APA recom- 


mendations provide a more comprehensive overview of the issues (APA, 
1974). 


Intelligence Testing 


Early History 


The psychological testing movement began with the work of Alfred 
Binet at the turn of the twentieth century in Paris. Although Galton had 
measured individual human differences in the late nineteenth century, 
he never developed a formal and comprehensive examination such as 
the Binet-Simon Scale. The history of the first intelligence scales makes 
for fascinating reading and has been beautifully documented in Mata- 
razzo (1972). As is now well known, the original 1905 Binet-Simon Scale 
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grew out of the practical needs of the Paris school system. A diagnostic 
tool was needed to separate the normal from the retarded, and among 
the retarded those who were educable, partially educable, and unedu- 
cable. 

Matarazzo (1972) states that “Recognizing the intense social pres- 
sure in Paris for separation of children according to whether they were 
fully educable, educable with special help in the schools, or retarded to 
the point of being unable to benefit from public placement, the 16 
members of the Society’s Commission for Study of the Retarded pro- 
posed at the February 1904 meeting that the society insist that (1) a 
medicopedagogical examination should be authorized by the school 
authorities before a child was denied public instruction due to mental 
retardation, (2) those children diagnosed educably retarded be educated 
in a special class or special establishment, and (3) that, as a demon- 
stration project, a special class be opened in one of the public schools 
near the Salpétriére” (p. 36). Thus, the first intelligence scale was born in 


the spirit of humanitarian needs. 


After being appointed to the Society's Commission of the Re- 


tarded, Binet and his colleagues spent several months developing the 
Binet-Simon Scale, entitled the “Measuring Scale of Intelligence” ina 
1908 report. Here are several items from this scale, consisting of thirty 
tasks each presumed to be more difficult than the previous one: RT, 
Following a moving object with one’s eyes. 10. Comparing two lines of 
markedly unequal length. 20. Telling how two objects are alike (‘simi- 
larities’), 30. Defining abstract terms (e.g., What 1s the difference be- 
tween esteem and friendship? - - - boredom and weariness? . < « ete.) 

(Matarazzo, 1972, pp- 38-39). Initially the 1905 scale provided a rela- 
tively “crude” index of a child’s intellectual functioning. No formal 
Method for arriving at a total score was indicated. However, in 1908 the 
important concept of “mental age” was introduced. Items that should be 
Successfully completed by “normal” children of varying age eels (from 
ages three to thirteen) were NOW indicated. (The notion of “mental age 


will be further explained below.) 


Definitions of Intelligence 


tury, clinical psychologists have sought a 
ntelligence. Surprising as it may seem, 
Although it is relatively easy to 


Throughout the twentieth cen! 
comprehensive definition of i 
none of the definitions is fully adequate. 
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decide whether a given action is intelligent or not, the more global 
concept of intelligence is more elusive. Indeed, it appears that only 
situation-specific intelligence can be readily defined. Some clinicians, 
who despair of finding a suitable definition, have somewhat sardonically 
decided that “Intelligence is simply what an intelligence test is mea- 
suring.” Although obviously a circular definition, this underscores the 
futility of pinpointing the abstraction “intelligence.” 

In any event, let us look at some of the definitions of intelligence, 
including the original Binet-Simon notion of mental age. From their 
1905 scale, Binet and Simon obviously concluded that judgment, rea- 
soning, and comprehension were three components of intelligent be- 
havior. With the concept of mental age, however, a further idea was 
introduced. The normal child of a stated age was expected to pass a 
certain number of items on the scale (as based on the performance of the 
standardization population). With increasing age, he or she was ex- 
pected to pass even more of the items. Hence, the idea that intelligence 
increases with age. If the child exceeded the number of items considered 
normal for the age group, he or she was above average. By contrast, if 
fewer items than expected were passed, the child was below average. 

Unfortunately, this approach to intelligence testing is limited for an 
important reason: after a certain age (usually eighteen), intelligence 
stops increasing steadily. In fact, some data show that the concept of 
mental age actually begins to break down shortly after age thirteen (cf. 
Terman & Merrill, 1960). Matarazzo (1972) points out that “. . . al- 
though the means of the actual test scores continue to increase with age 
above that age, they do so by progressively diminishing and ultimately 
increase by negligible amounts” (p. 95). However, at the lower age 
levels, conceiving of intelligence as a steadily increasing power certainly 
does make sense. 

The original Binet-Simon Scale has been revised many times (€.g., 
1908, 191 1, 1916, 1937, 1969, 1973) and is now known as the Stanford- 
Binet Intelligence Scale.? Until recently the concept of mental age was 


used in calculating the IQ score. Thus, IQ was obtained by using the 
following formula: 


mental age 
Or En E 1p 
chronological age 


2. Beginning with the 1916 revision, the test is known as the Stanford-Binet. 
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Mental age refers to the basal age (i.e., highest age level at which all six 
of the tests for a year level are passed) plus scores for each test passed 
beyond the basal age. Since there are six tests per one year level, each 
test passed is credited with 2 points. For example, a child of 8 who 
attains a mental age of 8 (8/8 X 100) would have an IQ of 100. A child of 
8 who attains a mental age of 12 (12/8 X 100) would have an IQ of 150. 
ar of 8 who attains a mental age of 6 (6/8 X 100) would have an IQ 
of 75. 

Between the publication of the Binet-Simon Scale and the develop- 
ment of the Wechsler-Bellevue Scale (WB-I) in the 1930s, many contro- 
versies arose on the nature of intelligence. Spearman (1904, 1927) be- 
lieved intelligence to be a general factor (g) underlying all cognitive 
activities, with some secondary components (S1, S2, S3, etc.) referred to 
as specifics. Thorndike and his colleagues (1927) were most critical of 
the evidence in favor of g. Instead, they interpreted their own test data 
as reflecting many specific abilities. Still later, Thurstone and Thurstone 
(1941), as a result of their factor analytic investigations, identified 
several factors they called primary mental abilities. These included such 
things as work fluency, facility with numbers, memory, verbal meaning, 
reasoning, perceptual speed, and spatial relations. However, each of 
these factors also seemed to consist of high levels of Spearman's g. There- 
fore, the work of Thurstone and Thurstone directly supported both 


Spearman’s and Thorndike’s positions. 


; Historically, there were two issues: s hotl 
intelligence? If so, how important was it? Other issues were also hotly 


debated: For example, was the IQ score constant? How did aana 
and heredity influence IQ level? Indeed, these two controversies are a 
raging some four to five decades later (cf. Cronbach, 1975). It ma a 
Noted that the position of a given theorist often was—and still proba y 
is—very much colored by the type of intelligence test used, the popu 2 
tion tested, and the statistical manipulations of the ahs = many 0 
the con i arked by differences 1n met . 

Se cay, WoE (1958) has described iat : 
“the aggregate or global capacity of the individual to act p aa 
think rationally, and to deal effectively with his environmen p. 7). 
This definition clearly indicates that Wechsler sees intelligence as con- 
Sisting of many diverse abilities, including nonintellectual ones (i.e., 
Performance). Also, from Wechsler’s perspective, intelligence 1s not 
Static: it can be affected by motivational and psychopathological fac- 
tors. Thus, Wechsler theorized, based on his clinical observations, that 


Did g really exist in general 


p 
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certain test patterns would emerge in accordance with the client’s diag- 
nostic classification. This is known as pattern analysis. 

In addition to developing a broader definition of intelligence than 
his predecessors, Wechsler abandoned the notion of mental age. In- 
stead, on the Wechsler scales IQ is calculated with a formula called a 
deviation quotient. The mean score is set at 100, with a standard 
deviation of 15. Similarly, for each subtest the mean is set at 10, with a 
standard deviation of 3. Matarazzo (1972) gives the advantages of these 
categories: “In the first place, they define levels of intelligence strictly in 
terms of standard deviation units and hence can be interpreted un- 
equivocally. Second, they dispense with the necessity of making any 
assumptions with regard to the precise relation between mental and 
chronological rate of growth, and in particular the linearity of the 
relation. Third, they dispense with the need of committing oneself to a 
fixed point beyond which scores are assumed to be unaffected by age” 
(pp. 104-105). In fact, the 1960 revision of the Stanford-Binet has also 
substituted a deviation quotient for the mental age formula, with a mean 
of 100 and a standard deviation of 16 for each age level. 


The Stanford-Binet Test 


Although the Stanford-Binet has declined in use, it still remains one of 
the major intelligence tests for children (see Table 4.1). It is generally 
used with children between the ages of two and six, usually administered 
by a qualified clinical or educational psychologist or possibly a super- 
vised paraprofessional. The test generally takes one hour. Conditions 
are comfortable, with a well-lit room and table and chairs at an appro- 
priate height for the child. 

After establishing rapport with the child, the examiner begins at an 
age level somewhat lower than the child’s chronological age. Thus, for a 
six-year-old child, the examiner might start at the four-year level. The 
Stanford-Binet, as noted above, is an age scale, with the tests for each 
age level ordered with increasing difficulty. For example, one of the six 
items at the two-year-old level involves the child pointing to various 
parts ofa paper doll’s body. At the five-year-old level, one of the items is 
concerned with definitions of simple vocabulary words. At age ten, one 
of the items requires definitions of abstract words. 

As previously noted, the highest age level at which all tests are 
passed is called the basal age. Once the basal age is established, the 
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examiner progresses up the scale until all tests for a given age level are 
failed. This is known as the ceiling age. At that point, the testing is 
complete. 

Although the Stanford-Binet is often given to young children, a 
major disadvantage is that only one IQ score is obtained. In contrast, on 
the Wechsler scales, total, verbal, and performance IQs are obtained. 
More recently, Sattler (1974) has developed a scoring system whereby 
test items on the Stanford-Binet are grouped into seven abilities. Un- 
fortunately, the utility and validity of this system are questionable (cf. 
Lahey & Johnson, 1978, p- 171). 

Various aspects of the Stanford-Binet are reviewed in a large re- 
search literature, beginning with the first edition of the test in 1916. 
Research on each of the revisions has received periodic review. Himel- 
stein (1966) reviewed the first five years of research on the 1960 revision 
(Form L-M). Some of his conclusions are as follows: 


ations with other tests (i.e., con- 


1. Validity is based primarily on correl ai 
validity are definitely 


current validity). Studies involving predictive 
lacking. 

2. Evidence for reliability (correlations between items and the total score) 
is relatively poor at the lower ages but much better at the upper 
ages. One study on test-retest reliability yielded an r of 0.88 for young 
retarded children. The test-retest interval here was one year. 

3. Test scores are affected by outside influences (e.g., sex of the examiner). 

4. Very few studies dealt with the entire range of intelligence. In summary, 
the psychometric properties of the 1960 revision are definitely not 


as good as would be expected for so popular a test. 


The Wechsler Scales 


some of the disadvantages of the Stanford- 
work, spanning several decades, has fo- 
still better intelligence tests. Thus, Wechs- 
| age in favor of the deviation quotient. 
f intelligence, all of the Wechsler tests 
and total IQ scores. However, as 
uires about one hour and should 


We have already pointed out 
Binet test. David Wechsler’s 
cused on the development of 
ler dropped the notion of menta 
Also consistent with his views © 
have separate verbal, performance, 
With the Stanford-Binet, each test req 


be given by a qualified individual. 
The Wechsler Adult Intelligence Scale (WAIS), formerly the Wechs- 


ler-Bellevue Scale (WB-I), was introduced in 1955. The WB-I had 
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appeared earlier in 1939 and 1944. The Wechsler Intelligence Scale for 
Children (WISC) is a downward revision of the WAIS and first appeared 
in 1949, Finally, the Wechsler Preschool and Primary Scales of Intelli- 
gence (WPPSI) are a downward revision of the WISC and were first 
published in 1967. The subtests for the verbal and performance Scales of 
the three Wechsler tests and the age group for each test are shown in 
Table 4.3. 

Wechsler has also developed a classification scheme based on the 
percentage of the standardization group obtaining a particular total IQ 
score. This system, although widely used, is somewhat different than the 
one adhered to by the American Association of Mental Deficiency. 
Wechsler’s classification of intelligence is presented in Table 4.4. 

It should be noted that Wechsler’s work arose from his experiences 
as a clinical psychologist at Bellevue Hospital (associated with the New 
York University School of Medicine) in New York City. Not surprisingly, 
Wechsler was interested in a client’s qualitative (i.e., clinical) aspects of 
performance in addition to the objectively obtained IQ. The clinical 
interpretation of Wechsler’s tests has been carefully studied by David 
Rapaport and his students (e.g., Holt, 1968). Specifically, Wechsler had 


Table 4.3. Subtests for WPPSI, WISC, and WAIS 


WPPSI WISC WAIS 
(ages 4-6-14) (ages 7-16) (ages 16-75 and over) 
Verbal Scales 

Information Information Information 

Comprehension Comprehension Comprehension 

Arithmetic Arithmetic Arithmetic 

Similarities Similarities Similarities 

Vocabulary Vocabulary Vocabulary 

Digit span (Digit span)’ (Sentences)* 
Performance Scales 

Block design Block design Block design 

Picture completion Picture completion Picture completion 

Picture arrangement Picture arrangement Animal house 

Object assembly Object assembly Mazes 

Digit symbol Coding (mazes)' Geometric design 


Parentheses refer to subtests that may be used as alternates or supplements during 


the test. However, unless one of the regular subtests is “spoiled,” only the standard 
subtests are given. 
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Table 4.4. Wechsler’s Classification of Intelligence 


Total 1Q Classification Percentage 
130 and above “Very Superior” 2.2 
120-129 “Superior” 6.7 
110-119 “Bright-Normal” 16.1 
90-109 “Average” 50.0 
80-89 “Dull-Normal” 16.1 
70-79 “Borderline” 6.7 
69 and below “Mental Defective” 2.2 


several contentions, based on his clinical observations, as to what the 
different patterns of scores on each subtest meant clinically (i. e., scatter 
or pattern analysis). He also assigns diagnostic significance to large 
verbal-performance and performance-verbal discrepancies on the WB-I 
and the WAIS. So far, there is no research support for many of these 
hypotheses (cf. Cronbach, 1970). , , 

Indeed, Cronbach argues that “The simple interpretation of test 
profiles that Wechsler originally suggested has been replaced by other 


types of thinking. No rule can transform a Wechsler profile into a 


Psychiatric diagnosis, and such an interpretation would in any event be 


inappropriate for normal children and adults. But it is highly suggestive 
to observe that a subject hesitates on an easy item when it follows a 
Previous failure, or that he adequately repeats a string of digits but 
becomes confused when asked to repeat a somewhat simpler string 
backward, These observations, combined with the tester’s clinical ex- 
perience and theoretical knowledge, suggest a picture of the individual 
much richer than the IQ alone provides” (p- 207). Cronbach then points 
Out that scores on Wechsler tests clearly reflect personal and environ- 
mental reactions (e.g., “anxiety, self confidence, desire to 1mpress the 
tester”) to the test situation. This being the case, the final IQ number is a 
composite of many features: “intelligence,” experience, possible psycho- 


Pathology, and others. 


The Wechsler scales, like the Stanford-Binet, have been widely 


researched, and the research reviewed periodically either in journal (e.g., 
Guertin, Ladd, Frank, Rabin, & Hiester, 1971; Littell, 1960) or book 
form (e.g., MatatazZ6. 1972). While a complete survey is beyond the 
Scope of this chapter, we will present some of the primary conclusions of 


these reviews. 
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. Although the Wechsler scales are generally well standardized, there 

are not enough separate norms for minority populations. 

2. Validity of the scales is based primarily on concurrent and construct 
validity. Too few studies have been concerned with predictive validity. 

3. Because of the only moderate split-half and test-retest reliabilities of 
the individual performance subtests, the rationale for pattern analysis 
is questionable. 

4. Split-half and test-retest reliabilities for the three tests improve pro- 
gressively as one goes up the age level for each of the Wechsler tests. 

5. The rationale forthe WISCand WPPSI is considered less adequate than 
that for the WAIS. Thus, construct validity is considered superior 
for the WAIS compared to the other two tests. 

6. There is some question as to whether the individual subtests are appro- 
priately categorized in the Verbal and Performance Scales. Some of the 
performance subtests appear to correlate better with the verbal IQ 
Score than with the performance IQ score. 

7. A diagnosis of organicity on the basis of large verbal-performance scale 

discrepancies (i.e., 15 points or more) is questionable, since such a gross 

diagnostic label cannot pinpoint cerebral dysfunction. Indeed, anxiety 
and depression may also sometimes account for a large verbal-per- 
formance discrepancy. 


Group Testing 


The old adage “Necessity is the mother of invention” definitely applies 
to the situations created by World Wars I and II. In these periods, what 
was needed was an assessment tool whereby millons of men in the armed 
forces could be rapidly classified by intellectual level. Prior to the U.S. 
entry into World War I, this task fell to such luminaries as Yerkes, 
Terman, Boring, and Otis, They were to develop a test that was at once 
reliable, valid, and easily and quickly administered. What emerged was 
the Army Alpha (Yoakum & Yerkes, 1920), a group-administered test 
of intelligence for literates. The parallel Army Beta (Yerkes, 1921) test 
was developed for illiterates and non-English-speaking recruits. Accord- 
ing to Matarazzo (1972), between September 1917 and January 1919 
more than 1,750,000 recruits were given the Army Alpha test. 

With the coming of World War II, a new test, the Army General 
Classification Test (AGCT), was developed. With the millions of mili- 
tary recruits, huge amounts of data were amassed. Thus, it became clear 
that intelligence really was distributed across the normal curve. Also, 
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with so much data, intellectual level could be correlated with civilian 
occupation (cf. Harrell & Harrell, 1945). It should be noted that in two 
studies (Tammimen, 1951; Watson & Klett, 1968) substantial correla- 
tions between the AGCT and the WAIS (r = 0.74) and the AGCT and 
WB-I (r = 0.83) were reported. 

Despite these impressive results, a group test of intelligence is never 
as precise as the individually administered test. Moreover, qualitative 
observations made during individual testing are impossible with a group. 
On the other hand, the group test may be given by a nonprofessional, 
is easily scored (usually by machine), and takes relatively little time. 
However, a major problem is that availability and interpretation of 
scores are often left to unskilled clerks (cf. Cronbach, 1970; Matarazzo, 
1972), 

Between the world wars an 
intelligence tests were developed and published. All of 
suffer from the limitations described above. 


d after World War II, many other group 
them, however, 


Current Issues 


g intelligence have persisted for sev- 
eral decades, The more explosive of these began with an article by 
Jensen (1969) in the Harvard Educational Review entitled “How Much 
Can We Boost IQ and Scholastic Achievement?” A small part of this 
article dealt with the relative importance of genetic and environmental 
factors in determining IQ. The statement which led to public exposure, 
rebuttal, controversies, and personal harassment was as follows: “The 
Preponderance of the evidence is, in my opinion, less consistent with a 

i is than with a genetic hypothesis, which, 
of course, does not exclude the influence of environment . . . (p. 82). 
This Statement was widely interpreted to reflect m a aioe d 
Since bl imari ause of socioeconomic disadvantages) typi- 
y we on standardized IQ tests (see Matarazzo, 

72). 
; Tii brings us to the second issue, which is closely related to the 
first; Do IQ tests discriminate against blacks and other disadvantaged 
minority groups? The answer is obviously yes. WAIS and WISC ques- 
tions, for example, are clearly directed toward the interests and ideals of 
the white middle-class majority- The background knowledge needed to 
answer these questions would be relatively unimportant to black or 


Two troublesome issues concernin 


110 INTRODUCTION TO CLINICAL PSYCHOLOGY 


Chicano adolescents trying to survive in their ghettoes. In fact, a test 
known as the BITCH (Black Intelligence Test of Cultural Homogeneity) 
has been developed (partly in jest and partly as social commentary) 
which most middle-class whites would probably fail.3 Correct responses 
presuppose a knowledge of the black ghetto experience. As might be 
expected, Blacks do much better than whites on this test. 

Questions, then, as to innate black inferiority on intelligence tests 
are absurd. This is so not only because of their white middle-class bias 
but for several other reasons as well. First, IQ scores are hardly fixed; 
they can be influenced by examiner factors and client motivation. 
Consider, for example, Clingman and Fowler’s (1976) finding that 
primary reinforcement applied contingently led to increased IQ scores in 
initially low-scoring subjects. Middle- and high-scoring subjects were 
unaffected by such reinforcement. Second, and probably most impor- 
tant, since there are no culture-free tests (this is simply an illusion of test 
constructors), an IQ test is always biased—especially since the universe 
of items selected will reflect the test constructor’s own background and 
interests. Third, most IQ tests so far have no outstanding predictive 
validity. 

What is the solution, then? Should IQ tests be discontinued? Some 
obviously say yes. Others (e.g., McClelland, 1973) talk about testing for 
“competence” rather than “intelligence.” Probably the most reasonable 
solution is found in the “Guidelines for Testing Minority Group Chil- 
dren,” which appeared in the April 1964 supplement to the Journal of 
Social Issues: 


In testing the minority group child it is sometimes appropriate to compare 
his performance with that of advantaged children to determine the magni- 
tude of deprivation to be overcome. At other times it is appropriate to 
compare his test performance with that of other disadvantaged children to 
determine his relative deprivation in comparison with others who have 
also been denied good homes, good neighborhoods, good diets, good 
schools, and good teachers. In most instances it is especially appropriate 
to compare the child’s test performance with his previous test perfor- 
mance. Utilizing the individual child as his own control and using the test 
norms principally as “bench marks” we are best able to gauge the success 
of our efforts to move the minority group child forward on the long, hard 
toad of overcoming the deficiencies which have been forced upon him. 


3. This test is available from Robert L. Williams & Associates, Inc., Educational & Psychological 
Services, 6374 Delmar Blvd., Suite 204, St. Louis, Missouri 63130. 
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Many comparisons depend on tests, but they also depend upon our 
intelligence, our good will, and our sense of responsibility to make the 
proper comparison at the proper time and to undertake proper remedial 
and compensatory action as a result. The misuse of tests with minority 
children, or in any situation, is a serious breach of professional ethics. 
Their proper use is a sign of professional and personal maturity (SPSSI, 


1964, p. 144). 


Thus, the real issue is not psychometric or genetic in origin. Rather, “The 
remedy may lie in elimination of unequal learning opportunities, which 
may remove the bias in the criterion as well as in the test” (SPSSI, 1964, 
P. 138). This is a laudable social goal which, unfortunately, has not yet 
been achieved. 


Projective Tests 


Over the last two decades, one of the most disputed areas in clinical 
Psychology has been the value of projective tests. In spite of the several 
thousand case reports, research papers, review papers, chapters, and 
books about projectives (cf. Exner, 1976), responses to the conflicting 
data are often almost religious in quality. There are the believers and the 
Nonbelievers, The believers are generally untouched by the negative 
research findings and offer many rationalizations. Similarly, ke as- 
pects of projectives that appear to have some reliability and vali (see 
Goldfried, Stricker, & Weiner, 1971) are dismissed by the nonbe “ne 

Us, the fesponse to projective tests seems to be more emotional than 


Tational, a 
i i tive tes 

Agai i d, we will try to define the projec t, 

i si a gon ee ok at some of the popular tests a bit 

f the problems in doing research with 


More c] y mi me o 
os ine some ge i 
ey, and exa f research findings appears in 


Projective tests, (Further discussion © 
apter 5), 77 
Let $- first define projective tests- According to i a 
bell’s (1970) Psychiatric Dictionary, a projective test is one “in whic = 
est material presented to the subject 1s such that any — wi 
Necessarily be determined by his own prevailing mood si under: ae 
Psychopathology” (p. 159). Carr (1964) points out that “an pe i 
Characteristic of projective techniques is that they are oceans : a 
Cues for appropriate action are not clearly specified and the individua 
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must give meaning to [interpret] such stimuli in accordance with his own 
inner needs, drives, defenses, impulses—in short, according to the dic- 
tates of his own personality. Whether the stimuli are inkblots . . . or 
ambiguous pictures . . . the patient’s task is to impose or project his 
own structure and meaning onto materials which have relatively little 
meaning or structure and which, in a purely objective sense, are only 
inkblots or ambiguous pictures” (p. 774). 

Many authors (e.g., Goldenberg, 1973) have outlined the unique 
features of the projective test. First is the unstructured nature of the 
materials themselves. Thus, the client is usually unable to judge what 
constitutes a good or poor response. For this reason, projective tests 
should be most difficult to fake in either direction (i.e., health or 
psychopathology). Second, projective tests are presumed to tap pre- 
conscious or unconscious determinants of the personality. Third, in 
light of the subjective nature of the responses to these unstructured 
materials, these responses are often interpreted subjectively—and differ 
widely from one examiner to the next. These interpretive differences 
may also result from the various scoring systems used for the same test. 


Historical Developments 


Prior to the work of Carl Jung (the eminent Swiss psychiatrist, who 
initially was a disciple of Freud) at the beginning of the twentieth century 
on his Word Association Test, there had been a few tests with certain 
features of projective techniques. However, the Word Association Test 
was the first of the projective techniques as we know them today. A 
similar Word Association Test was published by Kent and Rosanoff 
(1910) in the American Journal of Insanity, the predecessor of the 
American Journal of Psychiatry. l 

The next landmark in the field was Hermann Rorschach’s (also a 
Swiss psychiatrist) publication of his Psychodiagnostik (Rorschach, 
1921), on the diagnostic use of the now famous inkblot test. Although 
Rorschach died while still in his thirties, several of his students carried 
on the tradition. The test was brought to the United States in the mid 
1920s, with several subsequent doctoral dissertations on the topic (€-8-, 
Beck, Hertz). Bruno Klopfer, a prominent Rorschacher, emigrated to 
the United States in 1934, promoting the test via his writings and 
lectures. Klopfer founded the journal the Rorschach Research Ex- 


change, later called the Journal of Projective Techniques and now 
entitled the Journal of Personality Assessment. 
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Another significant development was the Thematic Apperception 
Test (TAT), published in 1935 by Morgan and Murray (1935). Many 
other projective tests later appeared, including figure drawing tests and 
the sentence completion approaches. In the 1940s, tests such as the WB-I 
and the Bender-Gestalt, originally developed to measure intelligence 
and possible organic impairment, were used as projective techniques as 
well. The proliferation of projective tests continued through the 1940s 
and 1950s. Psychoanalytically oriented practitioners, in particular, pro- 
moted their use, supposedly to identify certain unconscious dynamics 
of their clients. Thus, the theoretical basis of the tests dovetailed with 
the theoretical nature of the treatment technique. 

The decline of the projectives (see the prior section) probably began 
in the 1960s as the psychotherapeutic role of the clinical psychologist 
grew. We also believe that the move toward greater objectivity in 
Personality measurement, fueled in part by the behavioral movement 
(see also Chapter 5), contributed to the decline in the routine application 


of projectives. 


Categories 


The projective tests developed over the years have been categorized by 
Lindzey (1961) (see Table 4.5). His classification is based on the re- 
Sponse that the test elicits from the client. For example, in the associa- 
tion techniques the client is asked to free-associate to stimulus words 
(Word Association Test) or stimulus blots (Rorschach or Holtzman 


Inkblot tests). 
By contrast, in the constructio 
TAT, the client is expected to ma 


Printed on card ich often suggest int 
s, which often sugg s , : 
The next category, completion techniques, consists of asking the client to 


j PAR 7 . Lalways . . .). Al- 
complete the stems or beginnings of sentences (Egs 

though officially called projective tests, it is unclear whether sentence 
completion tasks are really projective, since they contain little ambiguity. 


he task may be clear to the client. 


The Szondi Test, developed by a 
called an ordering technique.* In contras 


n techniques, best exemplified by the 
ke up a story in response to scenes 
erpersonal conflict or stress. 


Hungarian psychiatrist, can be 
t to most of the projectives, the 


4. The test is now ly given particularly in light of its questionable rationale and its doubtful 
s y rarely given, y £ 


diagnostic utility. 
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Table 4.5. Classification of Projective Tests 


Classification Tests 
Association techniques Word Association Test 
Rorschach 
Holtzman Inkblot Test 
Construction techniques Thematic Apperception Test (TAT) 
Children’s Apperception Test (CAT) 
Blacky Test 
Completion techniques Rotter Incomplete Sentence Blank 


Sacks Sentence Completion Test 
Holsopple and Meale Sentence Completion Test 


Ordering techniques Szondi Test 


Expressive techniques Draw-A-Person Test (DAP) 
House-Tree-Person Test (H-T—P) 


range of responses and the amount of spontaneity permitted the client 
are limited. The client is asked to select, order, and categorize from the 
stimulus materials, which consist of forty-eight pictures (six sets of 
eight) of different kinds of mental patients. “The subject is presented 
with the single series consecutively, with instructions to choose the two 
pictures from each set that he likes most and the two he dislikes most. 
Thus, finally, twelve pictures are chosen as liked and twelve described as 
disliked. These twenty-four choices are recorded graphically in the form 
of a test profile” (Deri, 1959, p. 300). 

Finally, there are the expressive techniques. Here the client is given 
maximum freedom of expression. In the case of the figure drawings, the 
client is given paper and pencil and asked to draw a person. Then, he or 
she may be asked to draw a person of the opposite sex. Other than that, 


the instructions are minimized, giving the client almost no structure but 
allowing considerable initiative. 


Test Descriptions 


In this section we will briefly describe the stimulus materials, method of 
testing, and scoring techniques for some of the more popular projective 
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tests. Let us start with the Rorschach. This test consists of ten cards 
depicting bilateral symmetrical inkblots which are presented in standard 
order. Cards, 1, 4, 5, 6, and 7 are gray and black ona white background. 
Cards 2 and 3 are gray, black, and red on a white background. And 
cards 8, 9, and 10 are multicolored on a white background. 

Instructions given to a client vary somewhat by examiner but 
generally consist of the following: “I am going to show you some cards 
that have inkblots on them. I would like you to tell me what you see or 
what they look like to you.” Occasionally a client may refuse to partici- 
pate or may indicate that he sees nothing but inkblots. However, most 
will give fifteen to thirty responses; some, of course, see more than one 
Percept per inkblot. As might be expected, both obsessive and more 
intelligent clients will give more responses. Responses to the first part of 
the test are known as the free association. 
; The examiner records what the client says in resp 
inkblot, as well as latency (using a stopwatch) for the first association to 
each inkblot, Total time for the complete test is also recorded. 

After the ten inkblots are shown, the examiner again presents the 
cards to determine what aspects of the inkblots contributed to each 
response, This part of the test, known as the inquiry, facilitates scoring 


Of the responses. 

An example of a Rorschac 
was obtained by Hersen in 1969 w 
Used projective techniques for eva 
tion and inquiry for each response, @ 


for each inkblot. f 
Although there are some scoring conventions for the Rorschach, 


Several different scoring systems have been promoted by various Ror- 
Schach experts (e.g., Klopfer, Beck, Hertz, Piotrowski, Rapaport, Ex- 
ner), However, despite the differences, there are great similarities. Scores 
are first determined for the location of the blot—the part of the blot 
used by the client in responding (i.e., whole part, large part, small part, 
ete.). A second category is the determinant of the percept—for example, 
color, form, shading, or some combination of the three. Third is the 
Content. The list of content determinants 1S extensive and includes 
People, animals, and inorganic objects. Fourth is whether the percept 
Teported is somoniy seen by others. Thus, the response can be scored 
àS a popular (e.g., a bat for Card 1) or an unusual response (e.g., a 
Mountain path leading to a castle for the same card). And fifth is the 
'Ssue of form level. This is determined by judging whether the response 


h test protocol appears in Table 4.6. It 
hen he was in private practice and still 
luating clients. Note the free associa- 
s well as the initial response latency 


116 INTRODUCTION TO CLINICAL PSYCHOLOGY 


Table 4.6. Rorschach Protocol for a 16-Year-Old Female Paranoid Schizophrenic 


Free Association Inquiry 

I 2 sec 

ils looks like a bat body, wings, getting ready to attack 
cA butterfly an enlarged butterfly—it’s dead, it’s 


mounted in a collection 
wing, not flying—therefore dead 


3s an x-ray form, the shape just the way it is 
just inside of somebody 
II ET sec 
1. looks like internal bleeding the red is blood and hemorrhages 
HI 9 sec 
i; looks like two people thinking hearts going out to each other 
about the same things in their marks are the same on each side— 
mind they're having telepathy—man and 
a woman 
IV 36 sec 
k looks like an animal shedding prehistoric animal 
his skin doesn’t look like anything else 


looks like something somebody drew when 
they were depressed 


v 30 sec 
L reincarnated after death faint outline of person inside the 
as a bat again outline of it—looking for somebody 


he knew before he died 


appears to fit the stimulus blot. For example, the response to the card I 
in Table 4.6 (looks like a bat) would be scored an F+ (good form level). 
On the other hand, the response to Card X (a stomach ache) is a highly 
personalized percept that has very poor form level (F-). 

Thus, a typical Rorschach protocol generates many scores under 
several categories. Exner (1976) notes that “Once responses are scored, 
frequency tallies are developed for each kind of score, and numerous 
ratios and percentages are calculated. These ratios and percentages 
represent the Structural Summary of the Rorschach and provide a very 
important interpretation of the test” (p. 84). 

Despite its scoring systems, the Rorschach is often interpreted on 
an impressionistic level. In these more casual interpretations, certain 
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Table 4.6. (Continued) 


Free Association Inquiry 
VI 
i 11 sec 
ý cancer under a microscope because it’s ugly— 
everything 
VII 
13 sec 


earth down there 
wings 
clouds—they are fluffy 


b 
two angels on a cloud 


yri 20 sec 
the organs—liver and the pancreas 


b, OE 
two parasites inside of somebody 
they're diabolical 


1X 
17 sec 
the tissue it’s my imagination that 


somebody's brain exploding 
makes it look like brains 


X 
18 sec 
all the things are the bacteria 


and germs that cause it 
looks like germs because they're deadly, 


the esophagus, the stomach 


a stomach ache 


Standard symbols are especially important (e.g., caves = womb; elon- 
gated objects = phallus). In this connection, Schafer (1948) refers to 


shadi : h z 
shading responses in schizophrenics as reflecting chronicity or the po- 
enti Z » 

ntial for “panic attacks with bizarre features” (p. 79).. 


TAT. Let us now look at the TAT. This test consists of thirty pictures, the 


majority of which depict people either alone or together. There are 
_ ough cards so that the test can be tailored to male or female clients 
anging from children to adults. Although Murray (1943) originally 


S wis 4 
Uggested that at least twenty of the cards be administered in two one- 
res too much time. Therefore, 


fe} . á 3 
m Ur sessions on different days, this requ! Á ekc 
st practitioners use only eight to ten of the cards and in one sitting. 
of instructions are given to the 


cli As with the Rorschach, several types 
ent. Again, however, these instructions have a common ground. For 
5, ý ‘ 
i Gre of these cards (No. 16) is blank; here the client is asked to imagine a scenario and then make 
Story, P 
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example, Bellak (1959) suggests the following: “I am going to show you 
some pictures and should like you to tell me stories about what is going 
on in each picture, what led up to it, and what the outcome will be. I 
want you to make it lively and full of drama and let yourself go freely” 
(pp. 188-189). Many examiners often omit the second sentence and ask 
clients to make up a story containing the past, present, and future. 

Table 4.7 contains two stories in response to Card 1. Objectively, 
this card involves a young boy sitting with a violin and bow in front of 
him. Before examining the themes in each of the stories, let us consider 
how the TAT is scored and analyzed. 

As noted by Exner (1976), several scoring systems have emerged. 
Some consist of rating scales to evaluate the stories; others classify the 
stories; still others relate the stories obtained to those originally noted in 
the normative sample. Also, many examiners simply evaluate the story 
content impressionistically (cf. Wade & Baker, 1977). In the TAT man- 
ual (Murray, 1943), a form of content analysis is described involving the 
“hero,” motives, trends, and feelings of the “hero,” and a variety of 
“needs and presses” contributing to the outcome of the story. In sum- 
mary, no single evaluation system is universally accepted or practiced. 

Returning now to Table 4.7, note the qualitative differences in the 
two stories. In the first, there is a question of the “hero” (i.e., little boy) 
“measuring up” to Father. Here Father appears to be admired. How- 
ever, meeting his expectations (implicit) seems to be very difficult— 
indeed, almost futile. In the second story, there seems to be greater 
conflict between son and father. The son does give in to the father’s 
demands, but in later years pursues his own interests with success. Initial 


Table 4.7. Stories to Card 1 of the TAT 


1. This is a little boy who is looking at his violin, and he’s wondering if he will ever be 
able to play the violin as wellas Daddy. And he’s wondering whether or not all the prac- 
tice he puts in will ever make him as good as Daddy. He’s about to start practicing; he’s 
not too pleased with the idea because the task he has set up is to be as good as Daddy. 
But he has great doubts, He practices and practices, and never becomes as good as Daddy, 
and he becomes a football player. 


2. This little boy is looking at the violin. He would much rather be playing baseball. But 
his father expects him to practice at least two hours a day. After thinking a while, he 
forces himself to practice, If he doesn’t, he might get punished. He becomes quite good, 
but after college becomes a very successful lawyer. 


PSYCHOLOGICAL TESTING 119 


compliance with Father results from punishment or the perceived threat 
of punishment. 

The casual interpretation mentioned earlier typifies the way the 
TAT is often analyzed clinically. The clinician looks for themes that 
Occur and recur throughout the various stories that are constructed. He 
Or she looks for both consistencies and inconsistencies, and then “paints” 


a picture of the personality in the test report. 


Rotter Incomplete Sentences Blank (ISB). The Rotter ISB (Rotter & 
Rafferty, 1950) is one of many sentence-completion tests. The advantage 
of Rotter’s test, however, is that it is short (forty sentence stems), 
relatively well standardized, and has a nicely defined scoring method. 
Moreover, there are several forms of the test suitable for different 
Populations (e.g., high school and college forms). Some of the sentence 
Stems and the responses given by a twenty-two-year-old hospitalized 
male alcoholic appear in Table 4.8. 

Since the Rotter test items appear on both sides of a printed sheet, 
administration is easy and can also be done on a group basis. Written 
‘structions to the client are as follows: “Complete these sentences to 
express your real feelings. Try to do every one. Be sure to make a 
Complete sentence” (Rotter & Rafferty, 1950, p. 5). Generally the test 
can be completed within fifteen to twenty minutes. 

Sentences are scored on a 0 to 6 point basis. Thus, the t 
the Rotter ISB may range from 0 to 240. Positive responses to sentence 
Stems are scored as 0-2. Neutral responses are scored as a 3. Conflict 


TeSponses indicative of maladjustment, unhappiness, symptomatic dis- 
e scored from 4 to 6, Therefore, the higher 


f maladjustment. However, in 


otal score on 


t oa 
in hostility, and so on ar 
€ total score, the greater the degree o 


Table 4.8. Sentence Stems from Rotter ISB with Responses from an Alcoholic Patient 


= Stem Response 
Re I regret “drinking and trouble, I’ve caused.” 
1g. My greatest fear “is the love & fear of God.” 

a My aries “aren't so good since being here.” 
29, I failed “to do my duty more than once.” 

` “is not being free.” 


What pains me 


From. 
1: Rotter & Rafferty (1950), p. 38- 
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spite of the numerical score, Rotter and Rafferty (1950) acknowledge 
that “For the clinician working directly with cases, the qualitative 
interpretation of the records will be of considerably more interest than a 
numerical score of adjustment. For such purposes no specific method of 
interpretation is recommended. The clinician’s use of the materials will 
depend on his experience, his level of training, and his theoretical 
orientation” (p. 30). 


Research Problems 


The staggering number of research studies on projective techniques 
show clearly that the results are equivocal at best (see Zubin, Eron, 
Schumer, 1965). It is equally clear that no broad generalizations and 
conclusions can be made. As Exner (1976) has correctly argued: 


any attempt to discuss the merits or deficiencies of projective methods in 
general is probably doomed from the onset. The history of some of the 
methods has been marked by considerable success in both clinical and 
research endeavors, whereas other methods have been subject to disparate 
and limited use. In many instances the controversies that have erupted 
concerning a given instrument have been founded largely on bias rather 
than on science and, altogether too often, criticisms of a single technique 
have been naively generalized to encompass all projective methodology. 
Consequently, it seems important to stress that each method should be 
evaluated in and of itself rather than under some broad umbrella that 
includes all inkblot methods, all apperception techniques, all sentence 
completion blanks or all projective techniques (pp. 107-108). 


In light of Exner’s warning, we certainly will not attempt to review 
the merits and demerits of projective tests in general. Nor will we review 
the pluses and minuses of individual projective devices. Rather, we will 
look at the research problems in this area in light of psychometric 
considerations. 

One of the first research problems with some projectives is that the 
standard techniques or Strategies often do not seem to apply. For 
example, it would not make sense to attempt a split-half reliability 
estimate with a test like the Rorschach; the two halves cannot be 
compared. The Rorschach was not developed with the psychometric 
tradition in mind. Even with the TAT, such reliability estimates would 
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make little sense either clinically or psychometrically. It would be very 
difficult to match two sets of TAT cards that would have equal “pull” 
for a given type of story. On the other hand, a test such as the Rotter 
ISB, which is amenable to standard psychometric evaluation, does seem 
to have respectable split-half reliability (see Rotter & Rafferty, 1950). 
Returning now to the Rorschach, research here is difficult since the 
number of responses varies greatly from subject to subject. It is for this 
reason, and for many other psychometric considerations, that the 
Holtzman Inkblot Techniques (HIT) was developed (Holtzman, Thorpe, 
Swartz, & Herron, 1961). The HIT has two well-matched parallel sets of 
forty-five inkblots (derived from a careful item analysis). Thus, parallel 
form reliability estimates are possible. Also, only one response per blot 
iS expected. However, despite the greater psychometric sophistication of 
the HIT, two problems remain (cf. Gamble, 1972). First, the relative 
Merits of the Rorschach and the HIT have not really been evaluated. 
Second, and perhaps as important, the HIT has not achieved the popu- 
larity of the Rorschach, even though it is constructed in the best psycho- 
Metric tradition. ; 
Still another problem in evaluating projective tests 1s the sine 
amount of instructions given clients for any one test, not to mention : ; 
array of scoring systems. Given these inconsistencies, any ee A 
'nter-study comparisons are difficult to make. This chi ac 
Standardization is a major stumbling block in this researc ce 1 
Finally there is the issue of interpretation. If pme: o i 
Orschach or TAT are interpreted saasa | at ear apan ne 
One clie ‘que interpretation may be inte se ke 
Other ee Bee aoe Santis However, since such symbolism is 
s are conducted with many subjects 


i bolism 
Le., isons), the importance of the sym i 
ee ie = analysis. As argued by Weiner 


Minas focused on symbolic in 
Tument can neither be validate 

a eal scientists” (p. 605). This w 
PProach to specified research pro 

cage theless, proponents of such sy 
tar analyses, might well document : 
Ortunately, this has not materialized. 


t their clinical hypotheses. To date, 
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Objective Personality Assessment 


In differentiating objective from projective testing, some writers (e.g., 
Gynther & Gynther, 1976) are fond of quoting Kelly (1958): “When the 
subject is asked to guess what the examiner is thinking, we call it an 
objective test; when the examiner tries to guess what the subject is 
thinking, we call it a projective device” (p. 332). Kelly’s amusing defi- 
nition suggests that some of the “differences” between the two strategies 
may be more illusory than real. However, objective personality assess- 
ment does have some unique characteristics. First, all the objective tests 
are self-report tests filled out by the client, usually with several hundred 
items per test. Second, items often are presented in a true-false format. 
Third, the many items are divided into different scales, each presumably 
measuring separate aspects of the personality. These scales are then 
graphed to form a clearly delineated personality profile. Fourth, cor- 
rective factors are built into the test for ascertaining the client’s test- 
taking attitudes (e.g., faking good or bad). Fifth, many of the objective 
tests can be machine-scored. Sixth, computer-assisted interpretations of 
test patterns are available. 

Since the first appearance of Woodworth’s (1920) Personal Data 
Sheet, many other objective personality tests have been published and 
marketed in the United States and England. A partial list of these tests 
appears in Table 4.9. Of the tests listed, the Minnesota Multiphasic 
Personality Inventory (MMPI) is by far the most popular. Since the 
original publication of the MMPI, more than 6,000 articles on it have 
appeared (cf. Gynther & Gynther, 1976), with 100 new ones still being 
published every year (Cronbach, 1970). Given space limitations, we 
will therefore focus on the MMPI. 


The MMPI 


The full-length MMPI contains 566 items, which comprise the various 
scales of the test (see Table 4. 10).6 Some of the items appear in more 
than one scale, thus probably accounting for substantial correlations 
between many of the scales (e.g., Scales 7 and 8). Scales L, F, and K are 


6. Several abbreviated forms of the MMPI have been developed that correlate moderately well with 
the entire test (Hugo, 1971; Kincannon, 1968). 
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T at 
able 4.9. Objective Personality Tests 


Test 
_ Reference 
Minnesota i i A 
(MMPD Multiphasic Personality Inventory Hathaway & McKinley (1942) 
Tem 
perament Survey Factor Guilford & Zimmerman (1949) 


— ony Factor Questionnaire (16PF) Cattell (1949) 

Eeen Psychology Inventory (CPI) Gough (1957) 

eee ersonality Inventory (EPI) Eysenck & Eysenck (1968) 
tds Personality Inventory (EPI) Edwards (1967) 


d are indicative of the client’s test- 
orrection factor for the client’s 
are the original clinical scales and 


rei as the “validity” scales an 
defers attitude. The K Scale is a ¢ 
the se e Scales 1 to 4and 6 to 9 

asis of the test. Scales 5 and 0 were developed later, as were many 


ao scales (for both research and clinical purposes) from among the 
tion pool of items. Among the scales that have emerged over the 
sty are those that presume to tap anxiety, “ego-strength, and “repres- 

Sensitization.” 


nt In addition to the forma 
items (if any) not responded to byt 


I scales indicated in Table 4.10, the number 
he client is presented as a ? score. 


T 
able 4.10. MMPI Scales 


S 

cale Scale No. Abbreviation Items 

Lie 
L 15 
g as ' . 
ie in > 
p ochondriasis D ‘ 
oe s : 
aay pa s 
ela ag deviancy 5 £ ‘ 
Sculinity-femininity rs “ 
a ease r : 
Sychastenia s s: ; 
chizophrenia : s 
VB omätia o s n 
Cial introversion-extroversion : : 
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The ? score and the scales listed in Table 4.10 are summarized graphi- 
cally in a Profile and Case Summary (see Figure 4.1). Raw scores are 
turned into standard scores, with Scales 1, 4, 7, 8, and 9 being K 
corrected. Any scores above 70 are considered to represent psycho- 
pathology. Those between 50 and 70 are in the normal range. In addi- 
tion, specific patterns of scores for various diagnostic groupings have 
been coded (cf. Marks & Seeman, 1963).? These codes have been trans- 
lated into computerized interpretations (e.g., Kleinmuntz, 1969). For 
example, the Hoffmann-La Roche Drug Company has an extensive 
computer facility for scoring and analyzing MMPI protocols. An ex- 
ample of a computerized report for a twenty-nine-year-old woman 
(WAIS IQ = 115) appears in Table 4.11. 

At this point, let us note how the MMPI was constructed. First, 504 
items were selected on the basis of psychiatric interviews, clinical papers, 
and from other personality tests available in the early 1940s. These items 
were then given to more than 800 psychiatric patients and a “normal” 
sample of visitors to the University of Minnesota Hospital (N = 724). 
The patient group fell into eight diagnostic categories that roughly 
parallel the entities represented by Scales | to 4 and 6 to 9. “The typical 
item selection procedure involved contrasting the responses to the 504 
items of the criterion group . . . with the normative sample. Items that 
had true-false endorsement frequencies that differed at or beyond the 
-05 level of significance were retained for the final scales. In many 
cases derivation of the final scale actually progressed through several 
Stages . . .” (Gynther & Gynther, 1976, p. 203). 

As noted above, the research on the MMPI is massive. In recent 
years this research, the original purpose of the MMPI, and its current 
status have come under considerable attack and criticism (e.g., Norman, 
1972; Rodgers, 1972). Some of the problems are as follows (cf. Cronbach, 
1970): 


1. In the original test, the selection of items involved too few subjects in 
the clinical and normal groups. Thus, chance factors may have con- 
tributed to the inclusion of certain items. 

2. Correlation between many of the scales is too high to permit a fine 
pattern analysis, 


3. Many of the test items do not seem to be relevant today. 


7. Such profiles are often referred to with regard to the two or three highest scale scores (e.g., an 8- 
7-6 profile), 


STI 


Profilo and Caso Summary F 


The Minnesota Multiphasic Personality Inventory Monson mma ros Viii 
Starke R. Hathaway and J. Charnloy McKinley Addross = pi 
Scorer’s Initials ———— Occupation. = — —— Dato Tested 
mu > t r emu’ dnia È eak Na E EEEE, EE 


Marital Status____________Referred by.. — 


On the Minnesota Multiphasic Personality Inventory 
(MMPI) this patient received scores which are 
either considered representative of a psychotic 
disorder or of conscious attempts at appearing 
psychiatrically 111. In view of the earlier 
history of paranoid ideation noted, this profile 
could be interpreted as consistent with a 
schizophrenic disorder. 


at oS 
Raw Seme  AXTUMRAwwrBHKDMH __ 
E to be added £ ae oo Fae = 
Row Score with £ 1S 4 KAX a 
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Figure 4.1. MMPI profile and case summary for a paranoid 
schizophrenic patient. (Courtesy of Arthur Vega; form from 
The Psychological Corporation, 1948) 
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Table 4.11. Computerized Report of a 29-Year-Old Withdrawn Woman 


The patient's test-taking attitude suggests the following: 
Help-seeking 
Self-depreciation or confused thinking 
The patient’s emotional state while taking the test appears to be characterized by the 
following: 
Severe anxiety 
Anger 
This evaluation suggests the Possibility of the following personality traits, characteristics, 
and diagnostic alternatives: É 
Likely to be argumentative, unpredictable, and show delinquent behavior. 
Feelings of being persecuted are easily aroused. 
Has unusual feelings and experiences, also difficulty with thinking. 
Possibly bizarre feelings and thought disorder. May fear losing control of self. 
Rebellious, angry, self-centered, and impulsive with family and social maladjust- 
ments of immature kinds. 
May have psychopathic character traits. 
Can easily become quite anxious. , 
Depression, lack of optimism, general dissatisfaction, and self-devaluation. 
Numerous somatic symptoms of a hypochondriacal or psychosomatic type. 
Impulsive behavior. Plans and interest may be constantly changing, maladaptive 
hyperactivity, and grandiose thinking. : 
Marked paranoid ideation and paranoid traits such as sensitivity, jealousy, suspi- 
ciousness, and feeling of being treated unfairly. 
Alcoholism in a hostile, oral dependent individual. 
Schizophrenic reaction. 
Emotionally unstable person with characterological problems. 
Impulsive, immature, and emotionally labile individual, 
Chronically depressed and anxious individual. $ 
This profile is frequent among patients for whom there is chronic severe maladjust- 
ment which may include marked depression, anxiety, social withdrawal, and a 
lack of any feeling of satisfaction or pleasure. Diagnoses usually stress de- 
pression, anxiety, and schizoid elements, but the range of diagnoses is wide and 


may parallel population base rates of schizophrenic and nonschizophrenic diag- 
noses. 


Source: Courtesy of Gerald Goldstein. 


4. Some of the problems regarding poor diagnostic classification based on 
MMPI categories are directly related to the problems with psychiatric 
diagnosis itself (i.e., unreliability of the current scheme). 


5. Age, intelligence, socioeconomic status, and education all affect how a 
client responds to the test. Thus, a “blind” interpretation and some 
computer analyses may be erroneous. In that case, Meehl’s (1956) call | 
for a good “cookbook” approach has not been fully realized. 
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6. Black-white differences in responding on the MMPI often lead to 
misdiagnosis of black patients (Adebimpe, Gigandet, & Harris, in 
press), especially since blacks typically score higher on Scales F, 8, and 
9 than whites (unless matched for socioeconomic factors). 


_ There are further problems with the MMPI. But if this is true, why 
1s this test so popular with clinicians? There are several possible ex- 
Planations. First, the test has been used for almost four decades. A 
second reason, related to the first, is the enormous research investment 
in this test over the years. Third, at times the test has proven quite 
adaptive in classifying apparent diagnostic problems. And finally, as a 
gross screening device the MMPI is reasonably good. 


Neuropsychological Testing 


Neuropsychological testing, in general, is used to detect organic mal- 
functioning and to specify the relevant site in the brain. In some cases, it 
can also predict the possibility of functional recovery and general pro- 
gression of the disorder. However, when it is said that neuropsycho- 
logical tests identify organicity, much caution is needed. As pointed out 
by Goldstein (1980), organicity is an inclusive term. It covers been 
disorders of varied etiology, such as head trauma, brain tumors, brain 
Malfunctions, blood vessel disease, degenerative and Sanan i 
diseases, alcoholism, toxic and infectious illnesses, and epilepsy. seis 
Organic conditions are reversible (i.e., full fonaitoning to a 
Others are irreversible. However, even in the so-called w sa 
Orders, there is now evidence that some functions may return, a thoug: 


at lower levels. 


Neuropsychological tests generally evalu: ceptuz 
i memory, and other cognitive functions. Many individual tests for 


these Purposes have been developed over the last several pe ai 
example, the Bender-Gestalt (Bender, 1938) test ie bene a 
Metric designs that the client is first asked to moppen soer ane = 
from memory. Although the Bender-Gestalt is o at E sia 
deslonistcally, scoring systems fo Fret gsi) A test similar to the 
€vised i 64; Pasca uttell, . l 
Siriak iol ete Benton Visual Retention Test (Benton, 1963). pe 
test is also concerned with visual memory, with the client s pem to 
raw from memory ten geometric designs that were presented one at a 


ate perceptual-motor, mo- 


128 INTRODUCTION TO CLINICAL PSYCHOLOGY 


time, each for ten seconds. Parallel forms of the test are available. Still 
another test of memory, developed by Wechsler (1945), has been used 
extensively for more than thirty years. Although equivalent forms of 
this test exist, its norms, reliability, and validity are in question. 

In the field of neuropsychology, the most sophisticated assessment 
techniques are not the individual tests. Rather, they are the combi- 
nations of many tests—neuropsychological batteries. Most of these 
batteries include tests based on the work of Ward C. Halstead and 
Ralph M. Reitan (the Halstead-Reitan Neuropsychological Test Bat- 
tery). Some of the tests in this battery appear in Table 4.12. 

Of the current diagnostic tests used by clinical psychologists, the 
neuropsychological batteries are among the most successful in making 
correct diagnoses. For example, the Halstead-Reitan battery is able to 
differentiate brain-damaged from hospitalized controls, with a 73 per- 
cent accuracy level for both groups (Vega & Parsons, 1967). The same 
battery can identify organics versus schizophrenics or medical controls, 
with correct percentages as follows: organics 78 percent, schizophrenics 
67 percent, medical controls 78 percent (Levine & Feirstein, 1972). Ina 
recent study (Goldstein & Halperin, 1977), it was even possible to 
differentiate among subtypes of schizophrenics using the WAIS and the 
Halstead-Reitan battery. Greatest predictor accuracy was obtained on 
short-term versus long-term institutionalization of the patients. Also, as 
a gross screening device for Organicity, the Halstead-Reitan battery 
proved more effective than all physical measures (e.g., brain scan, EEG, 
X-ray, angiogram) (Filskov & Goldstein, 1974). Finally, a computer- 
assisted analysis of Halstead-Reitan data has proven quite effective in 
locating the site of the organic lesion in many patients (Russell, Neu- 
ringer, & Goldstein, 1970).8 


Test Batteries 


Neuropsychological testing, as we have seen, relies greatly on the test 
battery. However, in day-to-day clinical practice, even more compre- 
hensive batteries are often used. Thus, it is not uncommon for a com- 
plete psychological evaluation to require several hours and at least two 


8. With the development of computerized transaxial tomography (a most sophisticated x-ray 
procedure), localization of brain damage has been greatly facilitated. However, this procedure will 
certainly not supplant neuropsychological testing, which determines what a given organic patient is 
able to perform. 
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Table 4.12. Halstead-Reitan Tests 


Halstead Category Test 

Halstead Tactual Performance Test 
Seashore Rhythm Test 

Halstead Speech Perception Test 
Halstead Finger Tapping 

Trail Making 

Aphana Examination 

Perceptual Disorders Examination 


PAN BN 


Client visits. Of course, depending on the diagnostic and referral ques- 
tion posed, different tests may be included in a given battery. 
Let us consider two possible test batteries in a comprehensive 
evaluation of an adult client. One battery involves tests that can be 
Scored objectively; the other is the kind a more psychodynamically 
Oriented examiner would use. Here, clear differences in test composition 
are seen, Both batteries, however, contain the WAIS (intellectual func- 
tioning), and both involve assessment of perceptual-motor functioning 
(Benton, 1963: Bender, 1938). The objective test battery sae srg 
With the MMPI (diagnostically oriented) and the EPI ane mic a 
Contrast, the psychodynamic battery follows with n ; sient 
Conscious dynamics), the TAT (intrapersonal an n j i ea + 
namics), and figure drawings (self-concept and sex-role ider D ~ 
Applebaum, 1977, and Holt, 1968, for aia discussion 
batterie hodynamic perspective. 
The hd ep cee orientation is almost totally ee gem 
for the composition of the test battery. Furthermore, even when the 


Table 4.13. Test Batteries OEN 


Psychodynamic 


Objective o B 7 
hes Lae Gestalt 
Be Bender- f 
Ni s < ; t Benton Visual Retention Test 
MET isual Retention Tesi iach 
TAT 


Eysenck Personality Inventory Figure Drawings 


130 INTRODUCTION TO CLINICAL PSYCHOLOGY 


same test is used (e.g., the WAIS), the analysis and interpretation of the 
data will also be a reflection of the examiner’s theoretical bias (cf. Waite, 
1961). 


How Clinicians Use Test Data 


Even if a test has clear norms and adequate reliability and validity, the 
issue of interpretation remains. For those tests with ambiguous psycho- 
metric characteristics, do clinicians use parts of the test where adequate 
validity and reliability coefficients are known? These are important 
questions since a test is only as good as the examiner behind them. 

Unfortunately, these issues are a major problem in our field. Al- 
though there are many careful clinicians who use only those tests with 
established psychometric properties, a very large percentage seem totally 
unconcerned (cf. Wade & Baker, 1977). As stated by Wade and Baker: 
“Clinicians’ indifference to reliability and validity was patent through- 
out this study. While poor reliability and validity were recognized as 
distinct disadvantages of psychological tests, those characteristics were 
not considered particularly important in test-use decisions” (p. 879). 

Some clinicians do not formally score their personality test pro- 
tocols (i.e., the projectives) but rely on overall impressions based on 
experience. Others do score them, but if the results are inconsistent with 
their personal hypotheses, the latter seem to prevail. This, again, is 
ostensibly based on their own prior “successes” with the test. Still other 
clinicians score the tests but use invalid signs to reach their diagnostic 
conclusions (see Chapman & Chapman, 1969). Further, in some cases 
the test data do not yield greater predictive accuracy than that based on 
historical data alone (Golden, 1964; Horowitz, 1962). 

This situation, unfortunately, can best be described as “Alice in 
wonderland.” We contend that if psychological assessment is to be 
considered of scientific rather than artistic value, then in testing, scien- 
tific practices must be followed. Otherwise, the crystal ball approach 
(with some very sporadic diagnostic successes) will reign supreme. 


Critical Appraisal 


If any activity is uniquely associated with clinical psychology, it is 
psychological testing. And paradoxically, psychological testing is now 
one of the most hotly disputed tools of the profession. The controversy 
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has even become public, which may simply be a sign of the times. More 
likely, however, it probably reflects the tendency toward increased 
critical self-evaluation in the field. This we can only applaud. 

The problems with the psychometric aspects of today’s tests are 
numerous. The naive critic of psychological testing undoubtedly would 
focus on the projectives. This, however, would represent needless scape- 
goating. The so-called “objective” tests (IQ, MMPI, etc.), with the 
exception of the neuropsychological devices, are filled with psycho- 
Metric and general construction problems. The intelligence tests, for 
example, still leave us wondering what they are actually measuring and 
what their relationship is to future performance. Indeed, the theoretical 
rationale for tests such as the WISC and WPPSI has been questioned. 
Also, the rather moderate reliabilities of some of the subtests, as well as 
their dubious classification into verbal or performance abilities, are 
undesirable features. 

As for the objective personalit 1 
MMPI), their diagnostic success, in spite of the several thousand studies, 
1$ not very great. At best, they permit gross categorization; precise or 
Specific classification seems less likely. This, of course, parallels the 
Problems with the current psychiatric diagnostic schemes. 

As for the projectives, the psychometric problems are legion (see 
Zubin et al., 1965). To us, the most distressing aspect of these tests is not 
the obvious problems of standardization, reliability, and validity. Rather, 
it is the unfortunate manner in which they are often analyzed a 
interpreted—namely, the omission of scoring si the tendency to avoi 
Considerin jagnostic signs that are valid. : 

eee a Semone importance today, we on er 
that psychological testing cannot and should not be taken out o £ 
Social context. The discriminatory use of intelligence and ere 
tests is clear. Unfortunately, many of the items on our most c oi e 
tests do not reflect the experiences of the minority groups we =i o "= 
called upon to evaluate. In that sense, these tests may not : vali 
(Psychometrically or socially) for disadvantaged populations. In a 
8lven case, however, the test may bea good barometer as to how that 
Person is doing in reference to white middle-class sig —_— 

In spite of our gloomy assessment of the status of psyc n om 
testing, there are some positive things to report. First, the mere fact that 
nue to be recognized is a 


the probl btedly will conti 
ems have and undou y j 
necessary first step. In the years to come, both the psychological com- 


Munity and the larger society will be eager to see whether necessary 


y tests (best represented by the 
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changes will take place. Second, at this point we see psychological 
testing as a gross screening method. Although we certainly need more 
refined instruments, gross categorization is useful in day-to-day clinical 
work. Third, in the neuropsychological batteries a great deal of pre- 
cision has been attained. Not only are these batteries important for 
detecting organicity, but there is substantial evidence that the site of the 
organicity can be located with good predictive accuracy (cf. Russell, 
Neuringer, & Goldstein, 1970). 


Summary 


In this chapter, we have examined several general and specific issues 
related to psychological testing. We first discussed the current status of 
testing, as indicated in various surveys of practicing and academic 
clinical psychologists. Then, following our review of the APA guidelines 
for developing and administering tests, we looked at the various kinds of 
tests in use today: intelligence, projective, objective personality, and 
neuropsychological. Next, we considered how tests are combined in 
batteries to obtain comprehensive client evaluations. This was followed 
by how clinical psychologists interpret their test data. Finally, we briefly 
appraised the positive and negative features of psychological testing. 
Throughout this chapter, we have been concerned not only with the 
important psychometric issues facing the field but also with the social 
context in which testing is carried out. 


CHAPTER 
FIVE 


Behavioral 
Assessment 


o 


In Chapter 4 we examined psychological testing—a major interest of 
Clinical psychologists. As we pointed out, other professionals such as 
Psychiatrists and educators, as well as much of the public, associate 
Clinical psychology with testing. Indeed, Wade and Baker (1977) found 
that traditional psychological testing occupies much of the clinician’s 
time. However, with the considerable influence of the behavioral move- 
Ment in the 1960s and 1970s (see Bellack & Hersen, 1977a; Franks, 1969; 
Gambrill, 1977; Hersen & Bellack, 1978a), many clinical psychologists 
have altered their assessment approach. In some instances, behavioral 
Procedures have replaced traditional psychological testing. 

In behavioral assessment, the behaviors to be treated are directly 
assessed, For example, if a client experiences fear of heights, his or her 


behavior in high places will be observed and recorded. This includes not 
only motor responses but physiological responses (€.8., heart rate) and 
Verbal reports as well. Compare this with, say, the MMPI, which claims 
to measure personality patterns. or the Rorschach, where the client’s 


Projections are presumably obtained. en 
In turning to behavioral assessment, some clinicians have totally 


abandoned traditional psychological testing.! Others have combined 
s find objective data obtained from intelligence, neuro- 
al interest tests quite important in assessing their clients 


however, give almost no credence to data derived from 
TAT, while a few are more positive toward personality 


he MMPI or CPI. 


I 

eed Breat majority of behaviorist 

(see tae aptitude, and vocation 

projective’ 1978). Most behaviorists, 

Pattern Me tests such as the Rorschach and 
analyses derived from tests such as t 
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objective psychological testing (such as personality, intelligence, and 
neuropsychological evaluations) with behavioral assessment (Morgen- 
stern, Pearce, & Rees, 1965). Still others combine features of behavioral 
assessment with those procedures that follow the psychodynamic model 
(cf. Feather & Rhoads, 1972; Greenspoon & Gersten, 1967). 

Regardless of how behavioral assessment is currently viewed and 
carried out, it has had a strong impact on the field. There are now three 
major textbooks on the subject (Ciminero, Calhoun, & Adams, 1977; 
Cone & Hawkins, 1977; Hersen & Bellack, 1976a), with others yet to 
come. The importance of the direct measurement of behavior (see 
Mischel, 1968) has even affected the psychiatric establishment (cf. Her- 
sen, 1976; Hersen & Bellack, 1978a). Its influence in the field of educa- 
tion is even more striking (e.g., Lahey & Johnson, 1978). i 

In this chapter, we will first consider behavioral assessment in 
historical perspective, particularly the factors that have made it so 
popular. Next, the philosophical basis of behavioral assessment will be 
reviewed. Several methods of conducting behavioral assessments will 
then be outlined. The following sections will evaluate how behavioral 
strategies are typically carried out. That is, we will briefly consider the 
role of the initial clinical interviews as a first step in identifying the 
motor, self-report, and physiological measures for each client. Then, we 
will outline and detail pertinent issues concerned with these three factors. 
Throughout the chapter, examples from our own clinical research work 
will be presented, with the rationale for each measure or measurement 
system used. The interrelationships among the three response systems 
(motor, self-report, and physiological) evaluated will also be discussed. 
Then we will examine how behavioral assessment may vary depending 
on the setting (e.g., consulting room, hospital, classroom) in which it is 
conducted. Finally, we will present a critical appraisal of behavioral 
assessment today, stressing certain psychometric considerations often 
neglected by behaviorists. 


Historical Perspectives 


It is difficult to determine when the impetus for behavioral assessment 
really began. Through the 1920s, 1930s, and 1950s, there were sporadic 
clinical reports of direct measurement used with difficult cases (e.g., 
Ayllon & Michael, 1959; Jones, 1924; Max, 1935; Watson & Rayner, 
1920). Two books in particular (Eysenck, 1960a; Wolpe, 1958) were vital 
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in launching both behavioral assessment and behavioral modification. 
The first, Wolpe’s (1958) Psychotherapy by Reciprocal Inhibition, made 
a comprehensive statement about the theoretical basis for treating neu- 
Totic disorders with systematic desensitization therapy. In addition, there 
were many suggestions for the direct assessment of neurotic symptoms. In 
the second book, Behaviour Therapy and the Neuroses, (1960a), edited 
by Eysenck, the importance of targeting symptoms and assessing them 
before, during, and after treatment was stressed. 

Another great contribution to behavioral assessment was Lang and 
Lazovik’s (1963) classic paper “Experimental Desensitization of a Pho- 
bia.” Mention there was made of three assessment strategies now rou- 
tinely used in behavioral research, especially with phobic subjects. One 
of the techniques was a fear survey schedule (known as FSS-I), a paper- 
and-pencil test consisting of fifty common fears rated by the subject on a 
scale of 1 to 7. The second measure was the Behavioral Avoidance Test 
(BAT), an objective (i.e., motor) strategy for evaluating a subject’s 
ability to approach a phobic object (in this instance, a h 
poisonous snake securely caged in a glass terrarium). In me e 
Subject is asked to enter a room, marked off in equal interva ws Fa 
approach the snake as closely as possible.’ The test au ete 
Subject experiences considerable anxiety. Thus, agag PE A 
can be precisely determined. Those subjects who can p ed oun 
snake are then asked to touch and hold it, if possible. A cna 
teferred to in this study was the Fear Thermometer, pete A 
by Walk (1956) in his evaluation of airborne pees Te ipei a 

AT situation the Fear Thermometer 1s used by eon expt i 
evaluate, on a ten-point scale, the degree of disce nts ma- 
the closest approach point to the snake. A score 0 p 


mum di 

nnr p p (1963) initial work set the stage for PA 5 
later investigations (see Bellack & Hersen, 1977, ue R a à : 
these studies, both mild fears in college n non FAR » 
Phobias) i , ly disturbed clients were assessed. 
the m E E d Lazovik (1963), who provided the methodology 


for maki i ts possible. f 
aking precise assessments P á Bei 
The Tee ahuervatiot of behavior (primarily motoric) has been 


furthered by the work of operant psychologists with clinical and educa- 


such as laboratory rats, roaches, spiders, dogs, and cats, 


2. p . . 
ca Many other kinds of phobic stimuli, 
© be evaluated using BAT procedures. 
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tional problems. Calling themselves applied behavior analysts, these 
psychologists have made a great contribution to the methodology of 
measuring ongoing overt behavior in both naturalistic settings and in 
settings arranged for the evaluation of motor behavior.’ This work first 
appeared in the Journal of the Experimental Analysis of Behavior and 
since 1968 in the Journal of Applied Behavior Analysis. (We will present 
examples of this work in a later section, “Motor Measures.”) 

In analyzing the strong interest in behavioral assessment in the 
1960s and 1970s and the decline in traditional testing, five related factors 
should be considered. They are: (1) the discontent of clinical psycholo- 
gists with their professional roles in some settings; (2) the often unclear 
relationship between psychological testing and treatment; (3) the grow- 
ing dissatisfaction with projectives tests; (4) the greater predictive value 
of direct assessment procedures; and (5) the unreliability of standard 
psychiatric diagnosis. Each of these factors is discussed below. 


Professional Role 


As indicated in Chapter 1, the profession of clinical psychology became 
increasingly visible after World War II. Largely because of their unique 
skills in testing, many clinical psychologists found employment in medi- 
cal settings, particularly on psychiatric wards in general medical and 
surgical hospitals and in psychiatric hospitals (VA and large state hospi- 
tals). In these settings, clinical psychologists contributed greatly to the 
diagnostic process. That is, “the clinical psychologist was cast in a role 
analogous to an x-ray technician whenever a psychiatrist required con- 
firmation of his differential diagnosis based on historical and interview 
data. Whether the psychologist’s report had any impact on the ensuing 
treatment process seemed immaterial. His role was that of assessor” 
(Hersen, 1976, p. 8). 

Immediately after World War II, many psychiatric settings had 
restrictive policies concerning the kinds of work that clinical psycholo- 
gists could perform. In some places, the practice of psychotherapy was 
forbidden. In others, it was discouraged by allowing it only under close 
medical scrutiny and supervision. In the last two decades, however, this 


3. Contrived measurement situations for assessing motor behavior are usually known as “ana- 
logue measures.” Often such situations are role-played in the attempt to simulate interactions 
that might take place in the natural setting. 
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situation has changed markedly. But even today occasional rumblings 
from the American Psychiatric Association are heard; psychotherapy 
and biofeedback, it is claimed, are medical procedures and therefore 
must be carried out by medical doctors or under their close supervision. 
Indeed, in 1966 when one of us (M.H.) was being interviewed for a 
clinical psychology position in a large general medical and surgical 
hospital in Boston affiliated with the Harvard University Medical 
School, he was informed that 95 percent of his work would involve 
Preparing “psychoanalytically oriented” reports based on projective 
testing. If time permitted, if there were enough patients “left over from 
the psychiatric residents, and if “appropriate” supervision were avail- 
able, then he could spend the remaining 5 percent doing psychotherapy 
(i.e., two hours per week). Another such limitation is the statement 
Made in the 1950s by the then chairman of a psychiatry department ina 
large Northeastern medical school that no clinical psychologist in that 
city would do psychotherapy during his tenure. 

Given this a tanri astada in the late 1940s and rae er 
Most of the 1950s, it is hardly surprising that many clinical psychologis s 
developed and expanded their skills as diagnosticians. Their ee 
in the diagnostic realm was heavily reinforced (by both psychiatris a> 
Educators), with some clinicians establishing lucrative ones alee 
Specializing in psychological evaluation. Eventually, mE he awed 
gan doing psychotherapy in psychiatric settings, a a = 
Selves after the psychiatrists (consider, for example, the “a 4 
However, when they emulated psychiatrists (usually psychoana Ui ni 
Orientation) in such settings, the uniqueness of the nee ihe 2 
on Occasionally clinical psychologists doing psychotherapy 
abeled “ *s psychiatrist.” f 

Merdy hy n noniniieg of clinical psychologists as wae 
did not occur in all settings. In the fields of ienapianan dea 
retardation, for example, clinicians served in ET ni 
Peutic and administrative positions. eiineovety Oe ee mo 
Bists in academic settings (primarily psychology depar m raap 
of arts and sciences) rarely became embroiled in the —— oe 
Nous psychology-psychiatry conflicts. Instead, = ass aa = aie 
ànd treated clients in clinics associated with their paii ae 
ot under the jurisdiction of psychiatry. HOWEVER: a ane ere 
'N that era bore little relation to clinical interests. The a i p 
clinicians “conducted research studies of academic import : Lag sac 
Televance to pressing clinical issues” (Hersen, 1976, p- Je 
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sections, we shall see how behavioral assessment not only helped to 
change the role of clinicians but also enabled them to coordinate their 
clinical and research activities.) 


Relationship of Diagnosis and Treatment 


In doing traditional psychological assessments (including the MMPI 
and projective tests), clinical psychologists often find little or no re- 
lationship between test results and later treatment. Part of the reason is 
the rationale behind traditional personality testing: the assumption that 
the client’s underlying traits will be manifested in test responses. How- 
ever, consistent with the dynamic approach, overt responses are not 
taken at face value and targeted for treatment. Thus, the dynamic 
approach favors a trait interpretation of such data. By contrast, In 
behavioral assessment the responses (whether motor, verbal, or physio- 
logical) are considered in terms of the situation in which they are 
obtained. This is consistent with the “state” interpretation of data. 

Goldfried and Kent (1972) have differentiated the traditional and 
behavioral approaches to measurement: “Whereas traditional tests of 
personality involve the assessment of hypothesized personality constructs 
which, in turn, are used to predict overt behavior, the behavioral ap- 
proach entails more of a direct sampling of the criterion behaviors 
themselves. In addition to requiring fewer inferences than traditional 
tests, behavioral assessment procedures are seen as being based on 
assumptions more amenable to direct empirical test and more consistent 
with empirical evidence” (p. 409). Elsewhere, Mischel (1972) has com- 
mented on the indirect relationship of TAT and Rorschach responses to 
overt behavior as the “indirect-sign paradigm.” . 

Given the indirect nature of traditional testing, a precise relation- 
ship between diagnosis and treatment is obviously hard to obtain. This 
is especially so since the behaviors measured (i. e., signs and symptoms 
found on the Rorschach and TAT) are not the ones actually treated in 
psychotherapy. To the contrary, the traditional psychotherapist deals 
with the unconscious conflicts that produce such signs and symptoms. 
As argued by Hersen (1976), “This being the case, to be consistent with 
psychodynamic theory, a direct approach linking assessment and treat- 
ment would be untenable” (pp. 10-11). 

Theoretical bias aside, traditional psychological assessment pro- 
cedures often involve rather vague, loosely constructed referral ques- 
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tions. In many settings requiring psychological evaluations, the authors 
often received questions such as “What are the client’s personality 
dynamics?” or “What is the client’s personality pattern?”. At times, the 
directives were even less precise. One of us (M.H.) recalls a request to 
“test for hidden paranoia.” 

The astute clinician using traditional testing procedures often re- 
turns such referrals with a request for clarification and a more specific 
diagnostic question. However, even if the question is fairly precise, what 
actually takes place once the client is ready to begin treatment? Usually, 
with a traditional psychotherapeutic approach, diagnosis and therapy 
have little to do with each other (cf. Appelbaum, 1977, p. 261). With 
biological treatment (i. e., drugs), in contrast, the relationship between 
diagnosis and treatment is closer (e.g., antidepressants for depression, 
antipsychotics for schizophrenia) (see Detre & Jarecki, 1971). 

Still another problem for the traditional psychological assessor is 
the automatic referral of clients, regardless of whether testing can help. 
In Many institutions clients are tested routinely; hence the question 
“What are the personality dynamics?” One of us (M.H.) i. 
Private practice for a psychiatrist who found “psychologicals pro: < 
able, However, the final disposition of psychological test data as an 
ta Ongoing treatment or outcome rarely emerged as a focal issue. tha 
lS, there was little relationship between the two. i 

All PEN Ema kave ki many empirical psychologists to a 
brace the much more direct behavioral assessment. The timofi m 
not only in the direct relationship of behavioral assessment = = 
ment in the initial stages but also in the ongoing reciprocal a Se 
between them throughout therapy (see Chapter 7). Asie “re 
More than an isolated exercise taking place before cance $ s = 
throughout the course of treatment the client is reassessed at sta 
intervals, thus permitting changes in therapy if needed. 


Dissatisfaction with Projectives 
P 1970s, clinicians became increasingly 
Tom the 1950s through the early n in use (e.g., Gross, 1959; 


contented with the projective tests the 
amilton & ean 1966; Hersen, 1970; Hersen & Greaves, 1971; 


arwit, 1969: Zubin, Eron, & Schumer, 1965). The greatest dissatis- 
action GATTE wil forthe clinicians who routinely used these techniques 
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(cf. Wade & Baker, 1977) but from those who wished to establish their 
psychometric reliability and validity. 

The most telling statement about the “state of the art” appeared in 
the Epilogue to the Zubin et al. (1965) classic text An Experimental 
Approach to Projective Techniques: “Have we established the useful- 
ness of projective techniques? The answer to this question must be 
qualified. For some limited purposes, perhaps yes. For the general 
purposes of evaluating personality, the answer must be very tentative 
and probably negative. Have we made progress in recent years? Here the 
answer is definitely yes. When we measure our progress against our 
ultimate aims, the distance we have traveled is infinitesimal” (p. 610). To 
paraphrase, the effort hardly seemed commensurate with the final re- 
sults. 

The psychometric aspects of projective tests were not the only 
problem. As the findings accumulated, it became clear that the psycho- 
logical examiner was hardly a precise, impersonal instrument. To the 
contrary, the examiner was quite capable of biasing clients’ responses 
(e.g., Marwit & Marcia, 1967; Masling & Harris, 1969). This was done 
by reacting subjectively to clients, thus inadvertently influencing their 
responses—both quantitatively and qualitatively—to the projective tests. 

Let us consider two studies. In one, Hersen and Greaves (1971) 
gave the Rorschach to four groups of twenty-five college students; all 
the groups were equated for intelligence. In the first group (continuous 
reinforcement), after each response made by the subject (regardless of 
content), the examiner said “Good.” In the second group (human rein- 
forcement), each human response was followed by the word “Good.” In 
the third group (animal reinforcement), each animal response was fol- 
lowed by the word “Good.” In the fourth group (control), no comment 
was made, regardless of the number or kind of responses given. 

The results of the study indicated that verbal reinforcement (i-¢-, 
saying “Good”) led to significantly increased total responses, human 
responses, and animal responses in the three groups compared to the 
control condition. Hersen and Greaves (1971) state that their study may 
be viewed as a possible model of how tester bias (i.e., reinforcement) 
may affect the client’s responses in projective testing. Naturally, it may 


4. There is a marked time lag in clinical practices when examined in light of the academic 
research findings. Although fewer clinical training programs today emphasize projective testing. 
clinicians who were trained earlier assess clients using their educational experiences of the 1950s 
and 1960s. Unfortunately, many have not kept up with the latest findings. The newer generation 
of clinicians is more likely to reflect the current status of projectives in the field. 
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not exactly duplicate the seasoned assessor’s actual response, but it does 
emphasize that the Rorschach situation is amenable to outside in- 
fluences. 

In another study in which the Rorschach was used with psychiatric 
patients in a large state hospital, it was found (retrospectively) that male 
psychology interns who tested both males and females obtained a sig- 
nificantly greater number of total Rorschach responses from females 
(Hersen, 1970). On the other hand, female interns who tested both 
female and male patients showed no such cross-sex bias. It was con- 
cluded “that at least at the intern level, the male psychological examiner 
can hardly be described as a precise Or objective testing instrument” 
(Hersen, 1970, p. 105). Masling and Harris (1969) also showed cross-sex 
testing bias for the TAT. 


Direct versus Indirect Assessment 

Studies on the predictive validity of traditional personality testing are 
still another source of disenchantment. Usually, when direct (i.e., be- 
havioral) and indirect (i.e., traditional) personality tests are compared 
the results favor the direct approach (see Goldfried & Kent, 1972; 
Holmes & Tyler, 1968; Mischel, 1972; Scott & Johnson, 1972). In these 
Studies, the predictive value of data obtained through direct means (e-8.; 
self-reports) and projective tests are compared, using peer ratings, 


8tades, and laboratory tasks. 

Two typical ann te illustrate this point. In one, ene 
Sechrest (1963) compared the predictive accuracy of the pane a A 
TAT, and Rotter Incomplete Sentences Blank projective tests err sub- 
Jects’ self-ratings on the following: hostility, somatic concern, religious 
Concern, and assessment of achievement. Peer ratings on these dimen- 
Slons served as the outside (independent) criterion. The result was a 
Correlation of 0.57 between self-ratings and peer ratings. However, 
Correlations between the Rorschach, TAT, Rotter Incomplete IT 

lank, and peer ratings, respectively, Were only 0.05, oe = : 

More recently, Holmes and Tyler (1968) evaluated tl : ore pe 
Validity of three strategies for measuring need achievement: (1) (2) 
self-reports on a rating scale, and (3) a combined self-peer ranking 
aPproach (subjects listed ten friends and evaluated themselves in re- 
ation to each). The independent criteria were class grades and two 
laboratory tasks. The results of the study showed significant correlations 
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between the self-peer ranking measure and the outside criteria. No such 
relationships were found for the TAT or self-reports alone. 

In reviewing this literature, Mischel (1972) concludes: “Taken col- 
lectively, the studies on the comparative utility of direct and indirect 
personality assessment are consistent: the predictions possible from S’s 
own simple, direct self-ratings and self-reports generally have not been 
exceeded by those obtained from more indirect, costly, and sophisti- 
cated personality tests, and from expert clinical judges. . . . These 
conclusions appear to hold for such diverse content areas as college 
achievement, job and professional success, treatment outcomes in 
psychotherapy, rehospitalization for psychiatric patients, and parole 
violations for delinquent children” (p. 322). 


Unreliability of Psychiatric Diagnosis 


Since many standard personality tests (e.g., the MMPI) are used to 
determine diagnoses in accordance with the diagnostic scheme of the 
American Psychiatric Association (the Diagnostic and Statistical Man- 
ual of Mental Disorders-III, or DSM-III), the reliability of psychiatric 
diagnosis must be considered. Since hundreds of studies have used 
diagnosis, based on psychiatric appraisal, as either the dependent or 
independent measure (cf. Frank, 1975), this issue is obviously critical. 
Moreover, the validity of several personality tests has been established 
using psychiatric diagnosis as an outside criterion. 

Let us examine the concept of reliability of psychiatric diagnosis. 
Specifically, if a given patient is examined independently by two psy- 
chiatrists, what is the likelihood that their diagnoses will agree? The 
answer, unfortunately, is: very little (see Frank, 1969, 1975, for compre- 
hensive reviews of this literature). In an early study, Ash (1949) had 
fifty-two male outpatients evaluated by two psychiatrists. In thirty-five 
of the cases, three psychiatrists were involved. When all three of them 
assessed the patients, inter-rater agreement was only 20 percent for very 
specific diagnostic categories (i.e., subcategories). However, inter-rater 
agreement was a bit higher for two psychiatrists (31.4 to 43.5 percent). 
For major diagnostic categories, inter-rater agreement for three psychia- 
trists was 45.7 percent and 57.9 to 67.4 percent for two. More recently, 
Sandifer, Pettus, and Quade (1964) evaluated inter-rater agreement for 
fourteen senior medical doctors (eleven were psychiatrists) assessing 
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ninety-one new admissions to a psychiatric hospital. The likelihood of 
the second opinion relating to the first averaged only 57 percent. 

In a very careful survey of the literature, Frank (1969) concluded 
that “this research leaves one with the uncomfortable feeling that the 
results of all the studies that have utilized psychiatric diagnosis as a 
dependent or independent variable are of questionable validity. The 
data reviewed herein suggest that an entirely new system of classification 
is needed, one which can encompass the many variables that define 
psychological functioning and behavior in the human, including the 
viewing of these functions from a developmental frame of reference” 
(p. 67). 
The DSM classification system has not been criticized by psycholo- 
mselves (e.g., Hines & Williams, 1975) have 
eed, the American Psychiatric Association 
difficulties in DSM-II, is about to 
publish DSM-III. Unfortunately, many problems still remain. Thus, 
behavioral psychologists such as Cautela and Upper (1973) and Adams, 
Doster, and Calhoun (1977) have outlined and proposed entirely new 
classification schemes. These have not had substantial impact on the 
field, They are rarely followed and have no official status (i.e., recog- 
nition by a major professional organization OT governmental or in- 
Surance company approval for statistical purposes). Also, some of the 
newer schemes are as cumbersome as DSM-III and often less compre- 
hensive, On the other hand, individual assessment of specified behaviors, 
independently of the classification used, has gained in popularity among 


Psychologists and, to a lesser extent, psychiatrists. 


gists alone; psychiatrists the 
Proposed new schemes. Ind 
itself, in response to some of the 


Philosophical Background 


ed to some of the basic features of 
sider three philosophical tenets of 


Although we have already allud 


beh s 
avioral assessment, let us con d 
% ehavioral practitioners. First and foremost, the behavioral assessor 1s 


Interested in the direct evaluation of clients. This statement implies 
Many things. The behavioral therapists of the early 1960s, in their 
Teaction to projectives, focused almost exclusively on the observable 


Motor behaviors of their clients. When possible, behavior was observed 
IN a natural setting. If not convenient, either for ethical or practical 
Teasons, analogue or laboratory tasks were devised (see Hersen & 
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Barlow, 1976, Chapter 4). However, this concentration on motor be- 
havior led critics of the behavioral approach to label it “simplistic and 
mechanical.” 

As behavior therapists began to treat disorders that were much 
more complex than the simple phobias originally dealt with (e.g., obses- 
siveness, depression, schizophrenia), it became obvious that thoughts 
and feelings were just as important as motor behaviors (cf. Begelman & 
Hersen, 1973; Bellack & Hersen, 1977b; Bellack & Schwartz, 1976; 
Hersen, 1977; Meichenbaum, 1976). As Goldfried and Pomeranz (1968) 
state, “Some behavior therapists fail to recognize that the most ap- 
propriate targets for behavior modification often involve cognitions as 
well as behavior. Although we could not deny the fact that thoughts and 
feelings can sometimes be modified by changing the individual’s overt 
behavior, quite often they should be target behaviors for direct modifi- 
cation themselves” (p. 81). 

Also assessed are the client’s physiological responses in standard 
laboratory situations (see Epstein, 1976). With the advent of behavioral 
medicine and biofeedback, direct psychological intervention for medical 
disorders (e.g., tension headache, tachycardia) has become possible. 
Moreover, as behavior therapists evaluated the effects of their treat- 
ments on the three response systems (motor, cognitive, physiological), it 
became apparent that treatment was often unsuccessful if one of the 
three was ignored (cf. Hersen, 1973; Lazarus, 1973). 

A second primary feature of behavioral assessment is that it is 
completely integrated with the therapeutic process. Rather than an 
empty exercise at the beginning and end of treatment, assessment occurs 
repeatedly throughout treatment (see Cautela, 1968). Since treatment is 
directly related to the targets idenitified in the behavioral analysis, new 
targets sometimes emerge during treatment. This may occur (1) when 
new problems are identified that require a change in therapeutic direc- 
tion or (2) when the initial assessment is incomplete or incorrect, thus 
requiring reassessment to establish different target behaviors and treat- 
ment strategies (see the illustrative case below). 

A third feature of behavioral assessment and treatment is that each 
case may be conceptualized as an individual experiment (see Lazarus & 
Davison, 1971). That is, with the integration of assessment and treat- 
ment, the therapist’s hunches about the client can repeatedly be verified 
or discomfirmed. And in the event of failure, the behavioral approach is 
flexible enough so the therapy can be changed. Finally, the experimental 
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analysis of individual cases has been formalized in a scientifically rig- 
orous manner and is known as the single case experimental design 
(Hersen & Barlow, 1976). (See Chapters 7 and 10 for a discussion of 
single case research.) 

Let us consider an experimental case report published by Hersen 
and his research associates (Kallman, Hersen, & O'Toole, 1975) while 
working in a VA hospital. The case involved a forty-two-year-old white 
married male who, on admission, was bent forward at the waist at a 45- 
degree angle; he was seated in a wheelchair, unable to move his legs or 
to straighten his body. After exhaustive neurological and orthopedic 
examinations failed to reveal organic causes, @ diagnosis of “hysterical 


leg paralysis” was made. 


From the initial assessment based on interviews with the patient, it 


appeared that his inability to walk (which he called “drawing over”) 
occurred about every four to six weeks fora ten- to fourteen-day period. 
These episodes resulted in numerous medical treatments and hospital- 
izations, but none was successful. Also, the patient had retired, received 
Social Security benefits, and did household chores while his wife worked 
and supported the family. When “drawing over” occurred, the patient 
did no work and was served his meals in bed. 


l From an operant perspective, the case was CO i 
ows: First, the patient complained about vague back pains. Then he 


received the family’s attention, thus obtaining positive reinforcement for 
sick” role behavior. Then his condition worsened, causing him to 
become bedridden and to receive still further reinforcement (i.€., nO 
household tasks, meals in bed), leading to hospitalization. 

Hospital treatment, therefore, had to focus on reversing what hap- 
Pened in the patient’s evironment. Two targets were selected for initial 
Modification: standing and walking. During the experimental analysis, a 
young and attractive female research assistant visited the patient for ten 
Minutes three times a day in his hospital room. After a ten-minute 
Conversation unrelated to his symptoms, she asked the patient to stand. 


If he made any effort to do 50- and especially when he was successful, 
howered on him (e.g-, «That’s terrific”). Then 


ts and successes received the same 
after attention had been paid to 
le behaviors, the patient was 


nceptualized as fol- 


le asked to walk; all effor 
all usiastic social reinforce 
a behaviors and none 
arged eighteen days later. 
We had assumed—wrong 


ly—that the patient would be reinforced 
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for his positive initiatives when he returned home. Unfortunately, his 
family once again focused on his undesirable behavior: four weeks later, 
he was returned to the hospital in a wheelchair. This time, normal 
walking behavior was reinstated in only five days. However, a necessary 
further assessment was undertaken. The patient and his family were 
videotaped while interacting during an unstructured conversation. A 
behavioral analysis revealed that all of the patient’s complaints received 
considerable attention from family members, while his positive state- 
ments (i.e., not Symptom related) were ignored. Therefore, in sub- 
sequent treatment (this time with the patient’s family), family members 
were instructed how and when to respond to the patient’s positive and 
negative initiatives. This procedure, successfully used in the hospital was 
now extended to the home, thereby ensuring that the gains were gener- 
alized to the home environment. 

Following the second brief interaction with the family (two ses- 
sions), the patient was again discharged from the hospital. At the two 
year follow-up evaluation (not reported in the original article), he was 
walking normally but still complaining. Had the authors remained at 
the VA hospital, a social skills approach might have been instituted to 
teach this patient a new way of dealing with his environment. In any 
event, the case shows the experimental nature of the behavioral ap- 
proach, the initial incomplete behavioral analysis, and the later treat- 
ment designed to rectify the initial omission. (See Blanchard & Hersen, 
1976, for a comprehensive discussion of the issues involved in the 
behavioral assessment and treatment of hysterical disorders.) Moreover, 
this case clearly documents the close relationship between behavioral 
assessment and treatment. 


Behavioral Schemes 


The early writings of behavior therapists, such as those in Eysenck 
(1960a), may have contributed to the notion that behavioral assessment 
is a straightforward matter requiring little clinical training or experience. 
This, however, is incorrect. Cautela (1968) contends that this “mistaken 
notion” may be due to the fact that “Case histories published by be- 
havior therapists . . | do not usually include many important details 
necessary for full understanding of the diagnosis and treatment proce- 


dures” (p. 175). In other words, as a result of space restrictions, only the 
bare bones of the case appear in print. 
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In attempts to classify what actually happens during a behavioral 
assessment, many behavioral schemes have been presented (e.g., Cautela, 
1968; Kanfer & Phillips, 1970; Kanfer & Saslow, 1969; Lazarus, 1973). 
Let us examine three of them in some detail. It might be noted that these 
three schemes grew out of different theoretical orientations within the 
behavioral framework. 

Cautela (1968) describes behavioral assessment as consisting of 
three phases. In the first phase, the therapist identifies maladaptive 
Client behaviors. Interviews and the client’s responses to structured 
questionnaires (see Cautela & Upper, 1976, for a description of the 
questionnaires used) facilitate the process. The second phase involves 
Choosing and implementing treatment strategies. If the maladaptive 
behavior is anxiety-based, then an anxiety-reduction technique such as 
systematic desensitization may be used. For maladaptive approach be- 
haviors (e.g., deviant sexual responses), covert sensitization may be 
applied. If the maladaptive behavior is reinforced by the environment, 
then an operantly oriented strategy such as differential attention (i.e., 
attending to positive behaviors and ignoring negative ones) may be 
Considered. In short, the treatment is tailored to the maladaptive re- 
SPonse. Also part of this second phase is an ongoing evaluation of the 
treatment. If it appears to be ineffective, a new strategy may be at- 
tempted or the problem may be reassessed, thus leading to a different 


treatment approach. ; 7 

The third and final phase consists of a formalized and precise 
follow-up evaluation of the client. Included is a gradual “phasing out of 
therapy for six months, with a more casual follow-up (e.g. writing e 
calling) o s to two years. Throughout the entire process o 
S Bay een ae : tioned to pay attention to a 


assessment a herapist is cau 
; nd therapy, the therap : : 
Wide array of the client’s behaviors: dreams, imagery, motor and physio- 


logical responses, cognitions, and others. (Many of these behaviors, 
according to nonbehaviorists, are considered to be outside the province 


"e therapy) tlined i 
Two other assessment schemes are ou $ 
Similar in that they tend to reflect the content of the behavioral assess- 
ment rather than the phases per se (as was the case with Cautela, 1968). 
n their original descriptions, Kanfer 


OWever, j ted that i i S 
a a eat 973) show that for given clients, the 


and Saslow (1969) and Lazarus (1 } 
actual en epee of the behavioral assessment may differ 


Considerably. Also, depending on the nature of the problem, some or all 
the topic headings may be relevant. These outlines also show that 


n Table 5.1. Both are 
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Table 5.1. Behavioral Assessment Schemes 
Kanfer and Saslow (1969) Lazarus (1973) 
1. Initial evaluation 1. B — behavior 
2. Clarification of the problem 2. A — affect 
3. Motivational analysis 3. S — sensation 
4. Developmental analysis 4. / — imagery 
5. Analysis of self-control 5. C — cognition 
6. Analysis of social relationships 6. / — interpersonal relationships 
7. Analysis of social-cultural-physical 7. D — drugs (need for medication) 


environment 


behaviorists are much concerned with how their clients think and feel 
(cf. motivational analysis, sensation, imagery, cognition) as well as with 
their motor behavior. 

Particularly important is Lazarus’ (1973) attention to the some- 
times beneficial effects of psychotropic drugs. In many cases (especially 
those seen in psychiatric hospitals, but also some initially seen in out- 
patient settings, such as psychological clinics), a psychotherapeutic ap- 
proach is useless until the client’s psychosis is under pharmacological 
control (cf. Hersen & Bellack, 1976b, 1976c; Liberman & Davis, 1975; 
Stern, 1978). In other instances, a blend of behavior therapy and drugs 
may be indicated (cf. Hersen, Turner, Edelstein, & Pinkston, 1975; Rush 
& Beck, 1978; Turner, Hersen, & Alford, 1974), with the drugs elimi- 
nating psychotic and neuro-vegetative depressive symptoms and be- 
havior therapy dealing with the psychosocial aspects of the disorder. In 
still other clients, drugs are used to enhance or facilitate behavioral 
strategies (see Stern, 1978). 

In this context, we contend that the competent clinical psychologist 
should not be threatened by the medical-psychiatric approach when 
warranted. And conversely, it has been our experience that the com- 
petent psychiatrist is rarely threatened by the clinician’s behavioral 
therapy. The goal in treatment should be to relieve the client’s problem. 
The client should never become the stimulus for establishing psycho- 
logical or psychiatric supremacy. 

Let us now see how the assessment scheme proposed by Lazarus 
(1973) works, following one of the cases taken from his files. Note that 
the problems and the treatments selected for each are indicated for six 
modalities (behavior, affect, sensation, imagery, cognition, and inter- 
personal relationships). 
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Case Illustration 


Mary Ann, aged 24, was diagnosed as a chronic undifferentiated schizo- 
phrenic. Shortly after her third admission to a mental hospital, her parents 
referred her to the writer for treatment. According to the hospital reports, 
her prognosis was poor. She was overweight, apathetic and withdrawn, 
but against a background of lethargic indifference, one would detect an 
ephemeral smile, a sparkle of humor, a sudden glow of warmth, a witty 
remark, an apposite comment, a poignant revelation. She was heavily 
medicated (Trilafon 8 mg. t.i.d., Vivactil 10 mg. t.i.d., Cogentin 2 mg. 
b.i.d.), and throughout the course of therapy she continued seeing a 
psychiatrist once a month who adjusted her intake of drugs. 

A life history questionnaire, followed by an initial interview, revealed 
that well intentioned but misguided parents had created a breeding ground 
for guilty attitudes, especially in matters pertaining to sex. Moreover, an 
older sister, 5 years her senior, had aggravated the situation “by tor- 
menting me from the day I was born.” Her vulnerability to peer pressure 
during puberty had rendered her prone to “everything but heroin.” Never- 
theless, she had excelled at school, and her first noticeable breakdown 


Occurred at age 18, shortly after graduating from high school. “I was on a 
religious kick and kept hearing voices.” Her second hospital admission 
followed a suicidal gesture at age 21, and her third admission was heralded 
by her sister's sudden demise soon after 

Since she was a mine of sexual misinformation, her uncertainties and 
conflicts with regard to sex became an obvious area for therapeutic 


intervention. The book Sex Without Guilt by Albert Ellis . . . served as 
oward the correction of more basic areas of sexual 


the patient turned 24. 


a useful springboard t ae sea th 
uncertainty and anxiety. Meanwhile, careful questioning reveale the 
following Modality Profile: 
Modality Problem Proposed Treatment 
Behav ees 
havior Inappropriate withdrawal re- Assertive training 
ponses 5 
Frequent crying Nonreinforcement 
Unkempt appearance ; 
se pee Low calorie regimen 
Ive @ a ži 
Negative self-statements Positive self-talk assignments 
Poor eye contact Rehearsal techniques 
i Verbal projection excercises 


Mumbling of words with poor 


voice projection 
Avoidance of heterosexua 
tions 


l situa- Reeducation and desensitization 
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Modality Problem Proposed Treatment 
Affect Unable to express overt anger Role playing 
Frequent anxiety Relaxation training and reas- 
surance 
Absence of enthusiasm and spon- Positive imagery procedures 
taneous joy 
Panic attacks (usually precipitated Desensitization and assertive 
by criticism from authority figures) training 
Suicidal feelings Time projection techniques 
Emptiness and aloneness General relationship building 
Sensation Stomach spasms Abdominal breathing and re- 
laxing 
Out of touch with most sensual Sensate focus method 
pleasures 
Tension in jaw and neck Differential relaxation 
Frequent lower back pains Orthopedic exercises 
Inner tremors Gendlin’s focusing methods . . . 
Imagery Distressing scenes of sister's funeral Desensitization 
Mother's angry face shouting Empty chair technique 
“You fool!” 
Performing fellatio on God Blow-up technique (implosion) 
Recurring dreams about airplane Eidetic imagery invoking feelings 
bombings of being safe 
Cognition Irrational self-talk: Deliberate rational disputation 
“I am evil.” and corrective self-talk 
“I must suffer,” 
“Sex is dirty.” 
“I am inferior.” 
Syllogistic reasoning, overgeneral- Parsing of irrational sentences 
ization 
Sexual misinformation Sexual education 
Interpersonal Characterized by childlike de- 


relationships 


pendence 
Easily exploited / submissive 
Overly suspicious 


Secondary gains from parental 
concern 


Manipulative tendencies 


Specific self-sufficiency assign- 
ments 

Assertive training 

Exaggerated role taking 

Explain reinforcement Principles 
to parents and try to enlist their 
help 

Training in direct and confron- 
tative behaviors 
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The Modality Profile may strike the reader as a fragmented or 
mechanistic barrage of techniques that would call for a disjointed array of 
therapeutic maneuvers. In actual practice, the procedures follow logically 
and blend smoothly into meaningful interventions. 

During the course of therapy as more data emerged and as a clearer 
picture of the patient became apparent, the Modality Profile was con- 
stantly revised. Therapy was mainly a process of devising ways and means 
to remedy Mary Ann’s shortcomings and problem areas throughout the 
basic modalities. The concept of “technical eclecticism” came into its own. 
In other words, a wide array of therapeutic methods drawn from numer- 
ous disciplines was applied, but to remain theoretically consistent, the 
active ingredients of every technique were sought within the province of 
social learning theory. å 

In Mary Ann’s case, the array of therapeutic methods selected to 
restructure her life included familiar behavior therapy techniques such as 
desensitization, assertive training, role playing, and modeling, but many 
additional procedures were employed, such as time projection, cognitive 
restructuring, eidetic imagery, and exaggerated role taking as described in 
some of the writer’s recent publications. The empty chair technique and 
other methods borrowed from Gestalt therapy and encounter group pro- 
cedures were added to the treatment regimen. Mary Ann was also seen 
with her parents for eight sessions, and was in group for 30 weeks. 

During the course of therapy she became engaged and was seen with 
her fiance for premarital counseling for several sessions. i 

The treatment period covered the span of 13 months at the end o 
which time she was coping admirably without medication and has con- 


tinued to now for more than a year. 
i From: Lazarus (1973), pp- 408-410. 


Interviewing as the First Step 


Since we have already explored the role of the interview in clinical 
Psychology in Chapter 3, here we will briefly examine panies vs a 
irst step in behavioral assessment. Considering how importan ns er- 
Viewing is in targeting behavior: ] tion, it is a r pe 
little attention has been given to this issue in both the clinical an 


i b 
rese i Je exceptions are the excellent papers by 
aral Biante, Th ne d arnt (1977), and Matarazzo and 


Organstern (1976), Kanfer an l $ 
iens (1977) peaa k which acknowledges the gaps in the literature. 
Morganstern (1976) details, using hypothetical examples, how 


initia] interviews are directed to clarify and redefine the client’s prob- 
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i i client 
lems and to develop an understanding iSite Ae sain nae 
ee pire me ae bed Hes interviews with 

i the typical client does not co : 
rA SAA of the problem. Instead, complaints are epost 
and unstructured. Through therapist-client discussion, the pro : 
narrowed until the specifics needed for a behavioral analysis TE a 

Throughout the initial interviews, a warm and ac dk aa 
attitude is recommended. Such a response is extremely helpful in fa to 
tating therapy. Naturally, this recommendation has been TAT 
by traditional clinicians, long before the behavioral approac eee 
popular. But Morganstern (1976) does point out that nie ae 
experimental data on how this recommendation affects be ony no 
apy. Still, since behavioral approaches do require considera e ee 
participation (e.g., relaxation exercises, homework assignments), ner 
interview guidelines certainly make sense—at least at the intuitive | s 
Of course, there is an extensive literature on interviewing in tradition 
psychotherapy, nicely summarized by Matarazzo and Wiens (1972). " 

Following his earlier theoretical work in behavioral D 
(Kanfer & Phillips, 1970; Kanfer & Saslow, 1969), Kanfer more pe 
has conceptualized how the interview can be used to identify targ i 
behaviors for later modification (cf. Kanfer & Grimm, 1977). Client 
complaints during the interview may be organized into five legen 
(1) behavioral deficits, (2) behavioral excesses, (3) problems in environ 
mental stimulus control, (4) inappropriate self-generated stimulus con- 
trol, and (5) inappropriate contingency arrangements. The factors that 
contribute to these categories are identified during more detailed inter- 
views. This later permits the therapist to match the problem category 
with an appropriate form of therapy. 

However, despite their focus on information obtained in the inter- 
view, Kanfer and Grimm (1977) stress the pitfalls of overreliance on 
data based solely on self-reports: “The clinician should differentiate the 
client’s verbal reports regarding his problem from his actual perfor- 
mance. Clients will frequently offer appraisals of their difficulties and 
report the distress they experience, In so doing, they may misrepresent 
deficiencies or competencies which they fail to demonstrare, While these 
verbal reports are informative, the behaviorally oriented clinician will 


need an analysis of actual performances in particular situations before 
proceeding toa progra 


m for change of the categorized target behaviors” 
(p. 27). 
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Motoric Measures 


The behaviorists’ greatest contribution to the field of measurement may 
be their emphasis on assessing the client’s motor responses (cf. Bellack & 
Hersen, 1978a: Hersen & Bellack, 1976a). There are probably many 
reasons for this, but two stand out. First, the behavior therapist is 
reacting to the traditional psychologist’s almost exclusive reliance on 
data from paper-and-pencil tests. Second is the influence of the behavior 
analysts (operant psychologists), who are generally distrustful of their 
clients’ verbal reports, questioning their reliability and validity (see the 


section “Self-Report Measures”). 
A As has already been pointed 
One in the client’s natural setting. 


their classrooms (e.g., Bijou, Peterson, 
and psychiatric patients on their hospital wards (¢.g., Hersen, Eisler, 


Alford, & Agras, 1973). In making such assessments, the observer re- 
Mains as inconspicuous as possible. This is done to avoid the client’s 
Possible reaction (e.g., change in rate of the behavior being observed) 
Merely as a result of being observed (i.¢., reactivity). At other times, 
however, the surreptitious observation of the client is impossible,> and 
the client’s awareness that he or she is being observed remains an artifact 
of the measurement process. However, it is a consistent factor through- 
Out the baseline and treatment phases. 

Since most motor assessments require human observers, the be- 
haviors under study are precisely defined as to time, distance, and 
Motion. Consider the comprehensive response code devised by Bijou et 
al. (1969) for evaluating children in the classroom (see Table 5.2). Note, 
or example, the qualifiers listed for the complete definition of an 
orienting response (“Must be of 4 seconds duration, not rated unless 
Seated; or more than 90° using the desk asa reference”). It is this kind of 
Precision that enables reliable (i.e. reproducible) ratings to be made 
When two observers are evaluating the same behavior. (See the sub- 
Section “Reliability of Ratings” for a more detailed discussion as to how 
inter-rater reliability is calculated.) 


out, many behavioral assessments are 
Thus, children have been observed in 
Harris, Allen, & Johnston, 1969) 


ive to such observation or because the 
r her knowledge. This latter 
tients’ legal 


ons are not conduc 


being observed without his 0 n 
given the current emphasis on pa 


5. Th 
oon may occur because the conditi 
Point has not given prior consent to 
> is an important ethical consideration, 
Nights, P t 
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Table 5.2. General Response 


Code for Studying Children in a Classroom 


Class Definitions 


Symbols Classes 
x Gross motor 
behaviors 
N Disruptive noise 


AN Disturbing others 
directly 


> Aggression 


(contact) 

Orienting 

T responses 
Vv Verbalizations 


// Other tasks 


— Relevant 
behavior 


Getting out of seat: standing up; running; hopping. 
skipping; jumping; walking around; rocking in chair: 
disruptive movement without noise; moves chair to 
neighbor; knees on chair. 

Tapping pencil or other objects: clapping: tapping feet: 
rattling or tearing paper: throwing book on desk, 
slamming desk. (Be conservative, only rate if could hear 
noise when eyes closed. Do not include accidental 
dropping of objects or if noise made while performing 
X above.) 

Grabbing objects or work: knocking neighbor's books 
off desk; destroying another's property; pushing with 
desk. , 
Hitting, kicking; shoving; pinching; slapping; striking 
with object; throwing object at another person; poking 
with object; biting; pulling hair. 

Turning head or head and body to look at another per- 
son, showing objects to another child, orienting toward 
another child. (Must be of 4 seconds duration, not rated 
unless seated; or more than 90° using the desk as a 
reference.) i 
Carrying on conversations with other children when it 
is not permitted. Answers teacher without raising hand 
or without being called on; making comments or calling 
out remarks when no question has been asked; calling 
teacher’s name to get her attention; crying; screaming; 
singing; whistling; laughing loudly; coughing or blowing 
loudly. (May be directed to teacher or children.) 
Ignores teacher’s question or command; does something 
different from that directed to do, includes minor motor 
behavior such as playing with pencil eraser when sup- 
posed to be writing; coloring while the record is on; 
doing spelling during arithmetic lesson; playing with 
objects; eating; chewing gum. The child involves himself 
in a task that is not appropriate. 

Time on task; e.g., answers question, looking at teacher 
when she is talking; raises hand; writing assignment. 
(Must include whole 20-seond interval except for orient- 
ing responses of less than 4 seconds duration.) 


From: Bijou et al, (1969), Table 4, 
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Although it is preferable to measure the client’s behavior in its 
natural setting, this approach is sometimes limited. In some instances, 
there are ethical limitations in observing client activities (e.g., deviant 
sexuality). In other instances, it would be too costly, time-consuming, 
and intrusive to follow the client around in order to observe his or her 
behavior (e.g., a situation that requires an assertive response, such as 
Interaction with an employer). In both of these illustrations, the be- 
havioral assessor often measures the behavior in a laboratory under 
controlled, contrived, and fully replicable conditions. For example, in 
the case of male sexual deviation, the client’s penile responsivity (i.e., 
erectile strength) to audiotaped descriptions of deviant behavior (e.g., 
pedophilia) or pictures of it may be obtained (see Abel, 1976). In the 
case of an unassertive client, the responses to role-played situations 
Tequiring assertiveness may be videotaped and later rated on a number 
of variables. Table 5.3 presents the kinds of behaviors that are typically 
assessed when looking at the client’s responses to the role-played scenes 
of the Behavioral Assertiveness Test-Revised (BAT-R) (Eisler, Hersen, 
Miller, & Blanchard, 1975; Hersen, Bellack, & Turner, 1978).° , 

During the BAT-R, the client is escorted to the videotape studio 
and sits on a sofa in a comfortable living room setting. Seated next to 


the client is a role model (male or female, depending on the nature of ea 
interaction) who serves as prompt- Narration of the scene 1s usually 
A m (containing the recording equip- 


done fro bas l 
m an adjoining contro! roo ; ; 
ment) over the intercom system. Let us look at a typical scene used in 
the BAT-R. The narrator says: “You have been working very hard while 
Your co-worker has been goofing off on the job. Your boss comes over to 
done ontime.” At this point, the 
d says: 

Tole m e clien boss and sa 
-i adel ane a a he job done.” Now the client 


ıd of the role model’s prompt to the 
e is measured in seconds, and so on. 

e been developed by clinicians to study 
lients. However, there is no viable code 
during behavioral assessment, a new 


ary. 


€ginning of the client’s respons 
a Many behavioral codes hav 
Variety of motor behaviors 1n © 
Or every problem behavior. Thus, 
Measurement approach is often necess 


a Another example of an analogue measure is Lang and Lazovik’s (1963) BAT, used to evaluate 
ear į 
r in phobic subjects. 


156 INTRODUCTION TO CLINICAL PSYCHOLOGY 


Table 5.3. Scoring Criteria for the BAT-R 


I 


N 


12. 


» Smiles—rated on an occurrence-nonoccurrence basis f 


- Physical gesture 


. Speech disturbances—frequency categorized by Mahl (1956) 


- Compliance 


» Request for new behavior from the inte 


- Praise—indicates tha 


Eye contact—length of time (in seconds) after delivery of prompt that the subject 
maintains eye contact while responding to the role model. 


i i j 5 e 
. Response duration—length of time (in seconds) that the subject responds to the rol 


model. Speech pauses of more than three seconds terminate timing until the subject 
begins speaking again. 


- Response latency—length of time (in seconds) from the delivery of the prompt to 


the beginning of the subject’s response. 


. Loudness of speech—voice volume of the subject's speech for each scene, rated ona 


five-point scale from | (very low) to 5 (appropriately loud). 
Voice intonation—rated on a five-point scale from | (vi 


ery flat, unemotional tone 
of voice) to 5 (full, lively intonation appropriate to eac 


h situation). 
or each scene after delivery 
of prompt to termination of response. 


s—rated onan occurrence-nonoccurrence basis for each scene after 
delivery of prompt to termination of response. 


, including pauses, 
recorded for each scene. 
ence basis for each scene. Com- 
Partner’s position (e.g., agrees tO 
hange the television channel). 


rpersonal partner—rated on an occurrence- 
nonoccurrence basis for each scene. Res 


than mere noncompliance. The subject has 


stutters, and expletives such as “ah,” “oh,” “um,” etc., 


—rated on an occurrence-nonoccurr 
pliance is scored if the subject does not resist the 
stay and work late for the boss or lets a spouse c 


equest the person at the ballgame to remove 
his coat, or ask the woman who cuts i 


in front at the grocery store to step to the 
end of the line). 


t the subject expresses a 
e€ partner's behavior (e.g., 
- Praise is rated on an occu 


Pproval, admiration, or was es 
told his wife that she looks very ee 
Trence-nonoccurrence basis for each 


plimentary toward th 
in a new outfit) 
scene, 


at the subject expresses gratitude or thankfulness for the 


the boss for a raise). Appreciation is scored on an 
or each scene, 


havior—indicates 
(e.g., offers to buy 
- Positive behavior is 5 


that the subject volunteers to pee 
a beer for a teammate who just bowle 
cored on an occurrence-nonoccurrence 


-point scale from | (“very unasser- 


°). The ratings are done i d dently after the raters 
learn Wolpe’s (1969) definiti £ ndependently a 


ton of “hostile” and “commendatory” assertiveness. 
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Hersen and his colleagues (Bernhardt, Hersen, & Barlow, 1972), for 
example, had to find a measurement strategy for a psychiatric patient 
with spasmodic torticollis (a disorder in which the neck muscles re- 
peatedly contract, leading to a repetitive jerking of the head from a 
frontal position to one side). This patient was videotaped two or three 
times a day for ten-minute sessions while seated with his profile to the 
camera. In doing this assessment, the investigators wished to determine 
the percentage of time per session taken up with torticollis movements. 
Therefore, “A piece of clear plastic containing superimposed black 
Chart-Pak taped horizontal lines (spaced one-quarter to one-half in. 
apart) was placed over the monitor. A shielded observer depressed a 
Switch activating the timer whenever the subject’s head was positioned 
at an angle where the nostril was above a horizontal line intersecting the 
external auditory meatus. This position was 
example of torticollis, with percentage of tor 
as the experimental measure. Conversely, 
intersected both the nostril and auditory meatus or when the subject’s 
Nostril was below the horizontal line, he was considered to be holding 
his head in a normal position” (Bernhardt et al., 1972, p. 295). This 
definition was precise enough for the two independent observers to 
agree with one another 71.84 to 94.18 percent of the time (mean = 85.41 
Percent) for the entire study. 


Thus, some innovation may be re i 
Strategies. However, there are some guidelines for selecting one strategy 


Over another. During the early stages of assessment, the job consists of 
Narrowing the client’s complaints and identifying behaviors to be modi- 
fied. Then one of four basic measurement approaches must be selected: 
(1) permanent products, (2) event recording, (3) duration recording, and 
(4) interval recording (cf. Mann, 1976). Let us examine each of these in 


turn, 


operationally defined as an 
ticollis per session serving 
when the horizontal line 


quired in developing assessment 


P 
€rmanent Products 


Mann (1976) has defined a permanent product as “any measurable or 
Observable trace. artifact, or change in the environment which is the 
result of a snecifiable behavior. Such a result or product of a behavior 
May be permanent or short-lived. Nevertheless, when such results or 
Products are observed, it can be inferred reliably that a specifiable 
behavior has (or has not) occurred” (p. 468). Examples of permanent 
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product measurement include blood alcoho! levels as a result of drink- 
ing (Miller, Hersen, Eisler, & Watts, 1974), weight loss as a result of 
dieting (Mann, 1972), and a wet bed as a result of nocturnal enuresis 
(Miller, 1973). 

A permanent products assessment strategy has certain advantages. 
First, observer time is minimized since only the end product must be 
noted. The behavior is inferred from the product. Second, extremely 
high inter-rater agreement is common since the end product is clearly 
described. In some cases gauges (e.g., a scale for assessing weight) ate 
used for measurement. Also, the permanent product is easily quantifi- 
able (e.g., enuretic episodes per week). Third, this assessment strategy is 
easy to implement and to teach both to professionals and nonpro- 
fessionals (e.g., parents). : 

Nonetheless, there are a few drawbacks. The most important one is 
that the behavior is inferred rather than directly seen; thus, there is no 
guarantee that the target behavior was performed appropriately—or at 
all. A problem with the permanent products measurement approach 
appeared in a weight loss study reported by Mann (1972). The over- 
weight client was expected (in accordance with a contingency contract 
signed by therapist and client) to lose two pounds every two weeks. 
Otherwise, valuables temporarily given to the therapist could be for- 
feited. After the study, Mann discovered some clients fasted and took 
laxatives and diuretics a day or two before the next weigh-in so as to lose 
the weight, So, although the goal was met, the method used was certainly 


not approved by the therapist (i.e., target behavior not performed appro- 
priately). 


Event Recording 


Event recording simply involves tal 
havior. For example, in Fi 
Sagging in a case of “con 
baseline and treatment ph 
On the first day of base 


lying the rate of the targeted be- 
gure 5.1 (Epstein & Hersen, 1974), the rate of 
version reaction” was plotted per day during 
ases and per week during the follow-up period. 
f line the rate was eleven gags per day; on the 
line the rate was seventeen gags per day. By contrast, 


This example 
time period is requ measurement (gags per week 
in follow-up). Ho 


wever, for a high-frequency behavior, a shorter time 
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agging in baseline, treatment, and 


Figure 5.1. Frequencies of g 
stein & Hersen, 1974, Fig. 1) 


follow-up periods. (From: Ep: 


ment) is needed (¢.g., days 


Period (gags per day in baseline and treat 
rs). 


rather than weeks; minutes rather than hou 
When several behaviors are targeted for baseline assessment, they 


can be observed simultaneously if they are precisely defined (e.g., as in 
the behavioral code devised by Bijou et al., 1969). Note that event 
recording is appropriate only when the targeted behaviors have clear 


beginning and end points. 


D . ‘ 
uration Recording 


As with event recording, duration recording requires the targeted be- 
avior to have discrete limits. However, instead of a simple tabulation 
Of the rate of the behavior, its actual duration from onset to termination is 
coding scheme for the BAT-R, duration 


termined. For example, in the 
ds from the beginning to the end of the 


role model’s prompt (see Table 5.3). 
likely to be used than event recording 


of : A 
“en is measured in secon 
i ject’s response following the 
So, duration recording is more 
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when the targeted behavior is long-lasting (e.g., hours of sleep per 
night). 


may then be obtained. Second, by adding each duration for each occur- 
rence, a cumulative duration of the behavior is presented. And third, the 
cumulative duration of the behavior may be presented asa fraction (i.e., 
percentage of time that the behavior occurred compared to total time 
measured). Thus, the total time interval is divided by the cumulative 
number of minutes that the behavior was observed and multiplied by 100. 

Figure 5.2 (although actually based on a patient’s se/f-reports) 


Figure 5.2. Percent time, 
during probe Sessions and fo 
Hersen, & Bellack, 1977, Fi 


mean duration, and frequency of hallucinatory behavior 


low-up in a chronic schizophrenic patient. (From: Turner, 
8- 1) 
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scoring would probably be unreliable. The behavior could be defined a 
that response breaks of more than x-second would be scored for P 
occurrences, alleviating some of the ambiguity for the rater. Haon 
each pause would then have to be timed, which is a difficult task; i A 
recording. . . would probably be a more appropriate alternative (p. !5)- 


; irst ten 
Our hallucinating schizophrenic might be observed for the first 


-minute 
minutes of each hour between 8 A.M. and 5 P.M. Each ten-mi 


a :  ty-second 
observation period could then be subdivided into twenty thirty-seco 


: h n ds 
intervals. Thus, the patient could be observed for the first fifteen secon 


: phe 5 : ed 
of the thirty-second time interval, with the last fifteen seconds reserv! 
for recording purposes. 


A stopwatch is commonly used for interval recording; however, e 
may prove distracting to the Observer, Better yet are prerecorded audi Z 
tapes, which delineate the preset time intervals with a beep penne 
Figure 5.3 shows the type of data sheet typically used for ee 
recording. The observer simply puts a check mark or an x in the bo 


. . . + : . ye 
(Gi.e., time interval) if the behavior is noted and then proceeds to obser 
and record for the following time interval. 


Some trial and error may take place while the time interval to B 
used for observation is chosen. Generally, however, high-frequency 4 to 
short-duration behaviors will require short observation periods (five we 
twenty seconds), By contrast, low-frequency and high-duration beha 
iors require long observation periods twenty-five seconds or more). h 

Interval Tecording strategies have several advantages. First, hig 


inter-rater reliabilty is usually obtained, Second, several behaviors (UP 
to five or six may be 


Tated simultaneously, as with the Bijou et al. (1967 
behavioral code (see Table 5.2). Third, the strategy is a time saver on 
only a small portion of the time is spent observing (hence the deners 
tion time sampling), However, there is one major disadvantage: Interv 
recording does not allow for differentiation as to frequency ~~ 
duration per interval. Thus, if the behavior occurs once in the firs 
interval and three times in the next interval, the rating for each interval is 
the same (i.e., one check mark to indicate that the behavior occurred): 
Similarly, whether the behavior lasts five or twenty seconds, this factor 
does not appear, Once again, the check mark is the only indication. 


Reliability (Inter-Rater Agreement) 


Except for permanent 


products measurement, where gauges are some- 
times used, most moto 


r indices require human observers. Of course, to 
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10-second intervals 


10-second intervals 


10 20 30 40 50 60 


Minutes 


terval recording data sheet designed for a 
on session. Each minute of the session has 
-second intervals. (From: Mann, 1976 


An in 
pservati 
to six ten 


Figure 53 
half-hour 095 
been divided in 


Fig. 17.1) 


ssibility of error, very precise definitions of target 
behaviors are Even and the observers are generally pretrained. How- 
h such precautions, error can always occur. Therefore, asa 


ever, even wit PA z 
convention, oes Teue: tive Observers, Thei primary 


Minimize the P° 
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greater than r = 0.80, the 
two observers has been achieved. 


, , 3 : -nonoccul- 
Data obtained from interval recording (i.e., occurrence cenit is 
rence) are evaluated differently. The inter-rater agreement perce 


calculated as follows: 
agreements 
agreements plus disagreements 


the tar- 
When agreement occurs, both observers record occurrence of 


: r non- 
geted behavior for the same interval. Although agreements fo 
Occurrence may be sco 


X 100 


Let us look at ah 
ated in the above formula 


ent 
x = 80% The resulting inter-rater agreemen 
16+4 


ent 
Convention, inter-rater agreements of 80 perc 

acceptable. Sethe: is 

even though high inter-rater agreement (or neak 

attained, the Observers may be agreeing on something that is not ene 

ally there (cf. Wahler & Leske, 1973). That is, inter-rater agreement oe 
not ensure high accuracy. Accuracy can be achieved only by training 


3 È a T i- 
observers to a high predetermined criterion and by periodically mon 
toring their Observations. 


Presenting Data 


Given their empirica] orientation, behavioral assessors generally graph 
the data obtained during baseline, treatment, and follow-up phase. 
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Further, several data points appear on the graph for each phase. 
Repeated measures per phase appear in Figures 5.1 and 5.2. Such 
repeated measurements are made to determine specific trends in the data 
(e.g., steady and stable, increase, decrease). (See Chapter 10 for a more 
complete description of baseline and treatment phases as used in single 
Case research designs.) In any event, by analyzing the graphed data, the 
behavioral clinician can determine whether the targeted behaviors have 
Improved as a result of treatment. 

In the graph, the vertical axis (i.e. 
of the targeted behaviors (e.g., rate, duration) 
of calories consumed by an overweight subject. 
of Sagging is depicted. The horizontal axis (i.e. 
time (e.g., days, weeks, sessions). In Figure Fils: 
to 12 appear on the abscissa. 


the ordinate) shows the strength 
—for example, the number 
In Figure 5.1, frequency 
, the abscissa) represents 
days 1 to 24 and weeks | 


Self-Report Measures 


itten in the early to mid-1960s, it would have 
ference to the use of self-reports in behavioral 
assessment. As has been noted elsewhere (Bellack & Hersen, 1977b; 
Hersen, 1977), the earlier behaviorists were reluctant to use self-report 


data. This was based on their reaction against the prevailing “mentalism” 
been argued that “Aside from their 


Of the times. Moreover, it has 
` y, and validity, the ‘earlier’ behaviorists 


Concern with objectivity, reliability, a 
did have the distinct need of being and appearing to be different” 


(Hersen, 1977, pp. 1-2)- : . 
Nonetheless, there were solid reasons for relegating self-reports to 


the back burner. First was (and is) the issue of reliability. The same 
questions posed to the same client on two separate occasions (with only 
a brief time interval between) may elicit totally different responses. For 
example, if a chronic psychiatric patient intent on remaining in the 
hospital is interviewed in regard to discharge plans, he might present 
himself as sick. On the other hand, if the same patient is interviewed for 
obtaining better hospital privileges, he might present himself as healthy. 
This has been termed impression management (Braginsky & Braginsky, 
1967). Under other circumstances, the client's verbal report might be 
dictated by the perceived demand characteristics” of the situation (cf. 
Orne, 1962). That is, ifa client perceives that the therapist expects her to 
get better (a normal expectation), the client may indicate that she is 
doing better eve”? though this may not be the truth. 


Had this chapter been wr 
included only a passing re 
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Second was (and is) the issue of validity. Usually, in assessing the 
validity of a verbal report, the external criterion against which e 
report is judged is the client’s motor and physiological responses. o 
course, in many such attempts at validation, the resulting correlations 
(self-report and motor; self-report and physiological) have been rela- 
tively low (cf, Begelman & Hersen, 1973; Hersen, 1973; Lang, 1969; 
However, a recent study (Lick, Sushinsky, & Malow, 1977) shows tha 

such low correlations may be due not to invalidity but to the method- 
ological inadequacies in obtaining good self-report data. f 

Let us examine this issue in greater detail. There are many ways ° 

obtaining self-report data, ranging from open-ended questions, to spe 
cific questions, to very specific questions that parallel the motor criteria 
by which the validity of the self-report will be judged.’ Unfortunately, 
many self-report questionnaires (such as the Fear Survey Schedule-UJ 
Table 5.4) include no Precise description of what the client or subje¢ 

may be asked to do motorically in the laboratory or field situation. For 
example, consider item 39 (snakes). The subject filling out the FSS-I İS 
simply asked to rate his fear of snakes ona scale ranging from | (none) 
to 7 (terror). If greater detail were provided on the specifics of the 
ensuing laboratory task (to approach, look, touch, and hold a harmless; 
nonpoisonous snake for thirty seconds), a stronger correlation betwee” 


self-report and motor indices might be obtained. This is precisely what 
Lick et al. (1977) demonstrated. 


: cee . e 
Correlations between self-report and motor indices of fear increas 


> e 
i becomes more detailed as to what th 


1 : ng a client monitor his or her ow? 
behavior (e.g., caloric consumption per meal; number of cigarettes 
smoked per day; number of deviant Sexual urges: number of obsessive 
thoughts). However, even under this Condition, the relationship betwee? 
self-recorded and observed behavior may vary (cf, Hamilton & Born- 
stein, 1977). 


7. Self-report data may be obtained via the client’s oral Teport or through writt EPEE 
questionnaires and test inventories. en resp 


Table 5.4. 
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20. 


21. 


. Sharp objects 


- Being a passenger 


in a car 


- Dead bodies 

- Suffocating 

» Failing a test 

- Looking foolish 


- Being a passenger 


in an airplane 


- Worms 


- Arguing with 


parents 


» Rats and mice 

- Life after death 

. Hypodermic needles 
. Being criticized 


- Meeting someone 


new for the first time 


. Roller coasters 
. Being alone 
. Making mistakes 


. Being misunderstood 


- Death 


Being in a fight 


Crowded places 


None 
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Table 5.4. (Continued) 


Very A Very 

22. Blood None Little Little Some Much Much Terror 
. Very A Very 

23. Heights None Little Little Some Much Much Terror 
. Very A Very 

24. Being a leader None Little Little Some Much Much Terror 
: Very A Very 

25. Swimming alone None Little Little Some Much Much Terror 
Very A Very 

26. Illness None Little Little Some Much Much Terror 
N Very A Very 

27. Being with drunks None Little Little Some Much Much Terror 
Very A Very 

28. Illness or injury None Little Litte Some Much Much Terror 
. Very A Very 

29. Being self-conscious None Little Little Some Much Much Terror 
~ Very A Very 

30. Driving a car None Little Little Some Much Much Terror 
; Very A Very 

31. Meeting authority None Little Little Some Much Much Terror 
Very A Very 

32. Mental illness None Little Little Some Much Much Terror 
Very A Very 

33. Closed places None Little Little Some Much Much Terror 
Very A Very 

34. Boating None Little Little Some Much Much Terror 
À Very A Very 

35. Spiders None Little Litte Some Much Much Terror 
Very A Very 

36. Thunderstorms None Little Little Some Much Much Terror 
- Very A Very 

37. Not being a success None Little Little Some Much Much Terror 
Very A Very 

38. God None Little Little Some Much Much Terror 
. Very A Very 

39. Snakes None Little Little Some Much Much Terror 
i Very A Very 

40. Cemeteries None Little Little Some Much Much Terror 

j há A V 

41. Speaking before a Fie Sty 


None Little Little Some Much Much 


Terror 
group 
j “ Very A Very 
42. Seeing a fight None Little Little Some Much Much Terror 
Very A 


43. Death ofalovedone None Little Little Some Much Much Terror 


BEHAVIORAL ASSESSMENT 169 


Table 5.4. (Continued) 


44 Very A Very 
- Dark places None Little Little Some Much Much Terror 
45 Very A Very 
- Strange dogs None Little Little Some Much Much Terror 
46 Very A Very 
- Deep water None Little Little Some Much Much Terror 
47 S Very A Very 
. Being with a mem- None Little Little Some Much Much Terror 
ber of the opposite 
sex 
4 ; Very A Very 
8. Stinging insects None Little Little Some Much Much Terror 
4 Very A Very 
9. Untimely or early None Little Ditte Some Much Much Terror 
death E 
Very A Very 
50. Losing a job None Little Little Some Much Much Terror 
Very A Very 
51. Auto accidents None Little Little Some Much Much Terror 


From: Geer (1965), Table 1. 


of the self-monitoring approach, it is a more 
g behaviors (e.g., obsessive thoughts) that 
are not directly observable. In contrast to casually obtained retrospec- 
tive self-reports, in self-monitoring clients are instructed how and when 
to observe and record specified behaviors. Thus, for example, instead of 
relying on retrospective reports as to calories consumed per day, the 
client is asked to list foods eaten immediately after each meal, with the 
number of calories equated pet food. The time and place of the meal are 
also to be indicated. The client records these data on lined 3” X 5” cards 
or in a small notebook. either of which is easily portable. Or, in the case 
of smoking, a client will be instructed to indicate on a wrist counter each 


time a cigarette has been lit and smoked. o 
In spite of the greater precision of self-monitoring strategies, there 


is evidence that the act of self-monitoring alters the natural rate of the 
targeted behavior. Sometimes the reactive effects are in the therapeutic 
direction (cf. Bellack & Schwartz, 1976). Therefore, the behavioral 
assessor must be cautiou: 


s in using self-monitoring data as the basis for 
evaluation. 


i Despite the limitations 
Ormalized way of measurin 
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and-pencil self-reports 
been pointed out, such 


Despite the attitude of some behaviorists toward self-report data, 
and in spite of certain methodological and Psychometric problems with 
current self-report questionnaires, self-report data are used extensively 


skill. Several of the more popular self- 


report measures in these categories 
are listed in Table 2S; 


generally not known—nor have they been investigated 


(see the section “Critical Appraisal” for a more complete discussion of 
this issue), 


Table 5.5. Self-Report Measures used in Behavioral Assessment 

Topic Scale Reference 

Fear Fear Survey Schedule I Lang & Lazovik (1963) 

Fear Fear Survey Schedule II Geer (1965) 

Anxiety State-Trait Anxiety Inventory Speilberger, Gorsuch, & Lushene 

(1970) 

Anxiety S-R Inventory of General Trait Endler & Okada (1975) 
Anxiousness 

Depres- Beck Depression Inventory Beck, Ward, Mendelsohn, Mock, 

sion & Erbaugh (1961) 

Depres- Pleasant Events Schedule Lewinsohn & Graf (1973) 

sion 

Depres- Generalized Contentment Scale Hudson & Proctor (1977) 

sion 

Social skill Wolpe-Lazarus Assertiveness Scale Wolpe & Lazarus (1966) 

Social skill Conflict Resolution Inventory McFall & Lillesand (1971) 

Social skill College Self-Expression Scale Galassi, DeLo, Galassi, & Bastien 


(1974) 
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Physiological Measures 


In the last decade, behavioral assessors have shown an increased con- 
cern for their clients’ physiological responses—those (e.g., heart rate, 
blood pressure, pulse rate, galvanic skin response, respiration rate, 
penile responsivity to sexual stimuli, EMG) directly controlled by the 
autonomic system. Probably the greatest impetus to measurement of 
Physiological responses is the fact that behaviorists have developed 
paradigms (i.e., biofeedback) for their direct modification (cf. Blanchard 
& Epstein, 1977). Earlier, the consensus was that physiological responses 
could not be modified by psychological means. — ; 

Another reason for the interest in physiological responses is that 
they are much less easily distorted by the client. Thus, they are con- 
Sidered to have greater reliability and validity than, say, self-report 
indices. Nevertheless, physiological responses have their own measure- 
Ment problems. We will now examine some of them. 


Mechanical Problems 

With the exception of pulse rate, which can be measured by hand (e.g., 

Miller. Hersen, Eisler, & Hilsman, 1974), the great majority of physio- 
i $ 4 ire expensive recording equip- 


logical responses (e.g, heart rate) require 
ns oat te beens in order to obtain good records of repeated 


assessments. Further, this sensitive equipment involves careful main- 
tenance, delicate calibration, and a thorough knowledge of its operation 
by the laboratory assistants who usually conduct such assessments. 
Hersen and Barlow (1976) caution that laboratory assistants would 
. . . be well advised to first practice all procedures with non-clinical 
Subjects before actually monitoring püysiological reacuvty Curing: ex- 


perimental treatment” (p. 139). 


Adaptation Phases 


In considering physiological assessment, the behavioral clinician should 
know that the laboratory situation (with its complicated equipment, 
gadgetry, and wire leads attached to the client) is itself quite likely to 
cause extensive physiological arousal and reactivity. Thus, each time a 
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client is evaluated in 
haps ranging from fi 
accurate baseline app 
Epstein, Hersen, an 
phase for the front 
patient. Similarly, 


the laboratory, an appropriate time panor pm 
ive to thirty minutes) is required to obtain a 
raisal of the targeted response system. For iea ce 
d Hemphill (1974) used a fenminyis sdap ha 
alis muscle tension evaluation of their hea on 
Hersen, Bellack, and Turner (1978) used a pred 
minute adaptation Period in assessing heart rate and finger pulse a ee 
in their female Psychiatric patients. In determining the length 


i ; . F a a > baseline 
adaptation phase, some trial and error is typical until a stable b 
recording pattern emerges. 


Repeated Measurement 


t. 
F ; ssmen 
Repeated measurements are the mainstay of behavioral asse dash 
However, in Physiological assessments, there are certain disadva 


. alvanic skin 
For example, some Studies show that the magnitude of the galvanic $ 

response (GSR) decreases upon re 
1966). Also, in th 


sponse may re 


n iia ivity 
present improvements—or simply diminished respons 
due to fatigue 


Individual Response Differences 


Changes in 
thought to ri 


shows that individua 
ably genetically det 
stressed, respond wi 
still others with inc 


l response patterns to emotio 
ermined (cf. Lacey, 1956). 
th increased heart rate, 
Teased respiration rate, 
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individual assessment of clients, this problem is minimized, particularly 
if several response systems are measured. 


Case Illustration 


Let us now examine a physiological assessment strategy used in our 
clinical work. The client was a fifty-two-year-old man who entered a VA 
hospital stating that he had had an incestual relationship with his 
oldest daughter for about five years (Harbert, Barlow, Hersen, & Austin, 
1974). Incestual activity consisted of mutual masturbation, kissing, and 


fondling. 
In addition to a standardized self-report test, we wished to ob- 


tain physiological measures during baseline, treatment, and follow-up 
Phases that would be less subject to distortion by the client.’ Therefore, 
we measured the client's penile reactivity (i.e., penile circumference 
changes) in reaction to three photographs of his daughter and two 
audiotaped sequences in which incestual activity with the daughter was 
Narrated, 
In this case, a mechanical strain gauge for recording penile cir- 
cumference changes was used (see Barlow, Becker, Leitenberg, & Agras, 
1970). The ring part of the gauge was placed on the mid-shaft of the 
Penis, with the apparatus electronically connected to a Grass pream- 
Plifier that recorded circumference changes as gikeuonS Wazee and 
waned. In general, this kind of “measurement situation involves the 
Subject being seated in a comfortable chair with the ring placed on the 
Penis, In pre-experimental trials maximum. erection dlameter is deter 
mined, Subsequent responses tO. - - deviant sexual stimuli are scored 
on the basis of percentage of full erection. Response latency to stimuli 
may vary from 60 to 120 seconds. Inter-trial intervals are determined by 
the amount of time needed to return to baseline levels of responding. 
30 to 300 seconds. At times initial baseline levels 


This may require from -~ i : t 
are not retrieved, and new baseline levels are established” (Hersen & 


Barlow, 1976, p- 156). _ Fihi 
Data collected during all phases of this case study are presented in 


Figure 5.4. The figure shows that mean penile circumference change per 
probe session Was calculated as a percentage of full erection. 


ivity is partially u j ; : 
responsivity ÎS P y under voluntary control, it does have some of the 


8. Since penile 
p or response. 


properties of a mot 
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Covert 
Baseline sensitization Follow-up 


e Audiotapes 
o Slides 


60 


50 


40 


30 


Mean penile circumference change 


20 


10 


23 4 5 6 7 8 9 10 11 1213 


: Probe days 


Figure 5.4, Mean penile circumference chan 
and slides during baseline, covert sensitization, and follow- 
(From: Harbert et al., 1974, Fig. 1) 


ge to audiotapes 


up. 
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Interrelationship of the Three Response Systems 


eport, and physiological 


From our prior discussion of motor, self-r 
nce among the three re- 


measures, it appears that complete concorda 
sponse systems is rare (cf. Hersen, 1973; Lang, 1968). Thus, in assessing 
clients, the behavioral clinician must decide which or how many of the 
three measurement systems will be used to determine the success or 
failure of the therapy. In other words, what is the criterion for establish- 
ing that improvement has taken place? 

As previously indicated, the behaviorists (largely because of their 
distrust of the verbal report) initially used motor indices almost ex- 
clusively. Sometimes they assumed (erroneously) that if the motor be- 
havior was treated and showed improvement, self-reports would follow 
Suit. This has been referred to elsewhere as “attitudinal lag” (Hersen, 
1973). Frequently, in fact, indices will improve while self-report and 
Physiological measures remain unaltered. 

The more current thinking is that the three response systems, 
although somewhat correlated at times, may function independently. 
Thus, a phobic client who learns to approach and confront the phobic 
object, as a result of treatment focused on motor improvement, may still 
report feeling uncomfortable as well as show considerable autonomic 
Teactivity in the phobic situation. (Many other combinations are also 


; : lient’s cognitions (i.e., self- 
Possible. direct therapy for the cheni s: Sos a BE 
) Here, m is definitely indicated. Certainly, with 


reports) and physiological syste C wi 
the advent of biofeedback and the more recent emphasis on cognitive 
behavior therapy (€-8- Meichenbaum, 1976), these response systems 
should not only be given equal weight in the behavioral assessment but 
should also receive equal therapeutic attention. Finally, the client’s 
statement that he or she does not feel well, even though he may appear 

can never be ignored by the competent 


to b i ] motorically, 
e doing wel otherwise (Bellack & Hersen, 1977b). 


Clinician, behavioral Or 


Range of Settings 


Closely related to the previous discussion is the range of settings in 
which behavioral assessment takes place. The setting has considerable 
infirene on which or how many of the three response systems serve as 
criteria for determining improvement. Consider private practitioners, 
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or example. Generally, their criteria for improvement are based on 
lients’ self-reports, their own observations of clients’ overt behavior, 
nd perhaps the reports of significant others in the clients’ lives. It is rare 
or the private clinician to have the equipment needed for physiological 
Ssessments unless biofeedback is used. 

On the other hand, the clinical-researcher in the educational or 
ospital setting may have access to a large staff, including research 
echnicians, who can observe the client’s overt behavior in the classroom 
r on the ward as well as in laboratory situations. Moreover, in both 
ducational and hospital settings, expensive equipment for monitoring 
hysiological responses is more likely to be available. , 

Another factor in behavioral assessment is whether the evaluation 
s for clinical or research purposes. Generally, clients assessed for re- 
earch are examined more precisely than those in the clinical context. 
lowever, because of the limited focus of the usual research study (1.€-> 
n large-scale group comparison designs), such an evaluation may be less 
omprehensive (with respect to all possible problem areas) than clinical 
ssessment. But again, the researcher usually has better resources (equIP~ 
lent and staff) for conducting fine-grained analyses of targeted prob- 
ms. 

Probably the most sophisticated assessments are those that occur 
uring single case research (cf. Hersen & Barlow, 1976) in which the 
lient’s problems are dealt with sequentially (e.g., Hersen, Turner, Edel- 
tein, & Pinkston, 1975). Here, because of the repeated evaluations in all 
yhases of treatment, the flexibility of the approach, and the equipment 
nd personnel available, behavioral assessment is optimum. 


Role of the Paraprofessional 


At this point, we feel that the res 


Pective roles of the clinical psycholo- 
vist and the paraprofessional in b. 


in behavioral assessment should be clari- 
fied. Because the target behaviors are specific and the behavioral assess- 


ment process is somewhat routine, much of the actual work can be done 
by paraprofessionals. That is, behavioral technicians with a B.A, or B.S- 
degree can observe behavior and recording data after the behavioral 
code system has been established for a given client. Also, as previously 
noted, in self-monitoring programs, clients themselves observe and 
record data. However, In either case, supervision by a clinical psychol- 
ogist with an advanced degree is required, Indeed, without close super- 
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vision, the reliability of recordings may actually diminish (cf. Hersen & 


Barlow, 1976, Chapter 4). 

_It is the clinical psychologist wh 
haviors through both interview and observational procedures. Changes 
In target measures to be observed are also the primary function of the 
clinician. Finally, interpretation of resulting data is generally done by the 
Senior clinician. However, it is our experience that with increased practice 
in a specific area of assessment, the paraprofessional develops the ability 
to select appropriate targets. By delegating many of the more routine 
behavioral assessment tasks to technicians, senior clinicians can free their 
time for professional activities more consistent with their level of educa- 


tion. 


o usually identifies the target be- 


Critical Appraisal 

behavioral assessment contributes to 
g, we will identify the positive aspects 
f the current deficiencies and gaps in 


Let us now briefly examine how 
Overall client evaluation. In so doin 
of this approach as well as some o 


the measurement devices used. ; 
First, behavioral assessors have shown the importance of measuring 
Motor behavior of clients in both natural and laboratory settings. Many 
innovative assessment techniques have been developed—often impro- 
vised when no strategies were available. Much attention has also been 
ements of targeted behaviors. Second, 


given to obtaining reliable measur 
E seline, treatment, and follow-up 


repeated measurements throughout baselin l 
phases have heat the hallmark of behavioral assessment. Third, the 


importance of looking simultaneously at the client’s motor behaviors, 
Physiological responses, and self-reports has repeatedly been stated. 
Recent emphasis, then, is on the evaluation of the whole client. Finally, 
but probably most important, behavioral assessors have shown how 


assessment and treatment may be directly related in practice. 
However, despite these contributions, behavioral assessment has 


come under fire in the last few years (¢.g., Goldfried & Linehan, 1977; 
Leitenberg, 1978)- In many instances, the criticism is justified. 

First, in spite of the innovative measures used to evaluate motor 
behaviors, particularly those of the analogue variety, the psycho- 
metric properties of these strategies are not known. For example, how 
does role-played pehavior relate to actual behaviors in the environ- 
ment? What is the test-retest reliability of role-played assessment 
strategies? ‘Although some attempts have been made to look at these 
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issues (e.g., Bellack, Hersen, & Turner, 1978), this is not the norm. 
And, speaking of norms, where are the normative data for both 
nonclinical and clinical populations on analogue measures and be- 
havioral codes used in natural settings? Generally, these data have not 
been reported. 

Second, but hardly surprising, the psychometric properties are 
generally not available for the many self-report inventories developed 
in clinical work. With some exceptions (e.g., Geer, 1965), issues 2 
item analyses, split-half reliability, test-retest reliability, criterion 
validity, construct validity, and factorial structure have either been 
ignored or handled unsatisfactorily. The impression one gets is that 
in discarding traditional psychological testing, the “baby” may some- 
times have been “thrown out with the bath water.” ; 

Third is an issue most applicable to behavioral assessors working 
in psychiatric settings. Often in their zeal to pinpoint appropriate 
motor targets for behavioral treatment, the more naive of them have? 
ignored or miscast symptoms that have a biological basis. An example 
of this is the vegetative symptomatology including sleep, appetite 
and sexual desire problems associated with unipolar depression. ine 
deed, some behavioral psychiatrists (e.g., Liberman & Davis, 1973; 
Stern, 1978) have argued for the much needed collaboration betwee” 
behaviorally oriented and pharmacologically oriented clinicians. 


Summary 


This chapter has described the contribution of behavioral assessment 
to the field of clinical psychology. We first examined the emergence 
of behavioral assessment. Possible reasons for the recently increase 

interest in it were provided. Next, the theoretical thinking underlying 


behavioral assessment was Presented, along with several behavioral 
schemes for assessing clients. 


The majority of the chapter dealt wi 
(motor, self-report, physiological) evalu 
with several illustrative case examples. 
interrelationship of these response syste 
assessment strategies may be limited b 
carried out. Finally, we briefly appr 
bution of behavioral assessment and 
instruments routinely used. 


th the three response systems 
ated by behavioral assessors: 
In addition, we examined the 
ms and considered how certain 
y the setting in which they are 
aised both the positive contri- 
the deficiencies in some of the 


CHAPTER 
SIX 


Psychoanalytic 
Psychotherapies 


S u 


jl psychologists fill many roles and 
of settings. Despite this diversity, the core of 
he treatment of disturbed individuals. Aca- 
lly teach therapeutic theory and skills to 
graduate students. Ultimately, clinically oriented research aims at the 
understanding and relief of disordered behavior. Clinical psychologists 
in administrative positions usually work in service agencies, and of 
Course, the vast majority of clinical psychologists spend much of their 
time giving direct service tO clients. In essence, clinical psychology is a 
Service-oriented profession. In this section of the book we will describe 
and analyze the major types of treatment services clinicians provide. 
We will first consider the psychoanalytic psychotherapies and be- 
havior therapy. Then We will look at the humanistic approach and 
community psychology: As the student might well imagine, many 
books have been written about subtopics of each of these chapters. 
Hence, we will survey 4 subsample of the most widely used approaches. 

This chapter focuses on the most popular orientations: psycho- 
analytic and psychodynamic, psychotherapy. In addition to discussing 
these strategies. WE will consider some general issues in psychotherapy, 
including what it 1» what actually goes on during sessions, what 
Various approaches CT elapse and how they (purportedly) 
differ, As will be seen most therapists approach their craft as an art 


As previously indicated, clinica 
Work in a great variety 
the profession remains t 


demic psychologists typica 
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rather than a science (or technology), making it difficult to specify 
what therapy is and how it should be conducted. Furthermore, while 
the doctrines of the various “schools” or theoretical orientations wer 
be outlined, each therapist really has a personal theory and varies 
techniques accordingly. 

With this general background as perspective, we will next con 
sider classic psychoanalytic therapy, the basis of all contemporary 
techniques. This will be followed by a discussion of neo-Freudian 
and psychodynamic therapies. These approaches represent a fairly 
direct evolutionary chain from early psychoanalytic theory and prac 
tice. They attempt to correct some of the major limitations of psycho- 
analytic theory and technique. The next two sections will deal an 
extensions of individual adult psychotherapy: group therapy 4" 
family therapy. The controversial and confusing status of the volu- 
minous therapy outcome literature will then be discussed, and thp 
problems of therapy outcome research will be highlighted. As will ie? 
seen, it is generally presumed that psychotherapy can be effective, bu 
such issues as how it works and for whom remain unanswered. Th 
final section will also consider some of the issues involved in viewing 
therapy as an art rather than as a scientifically based technology: 


What is Psychotherapy? 


Psychotherapy is a widely practiced procedure involving thousands 
of professionals and hundreds of thousands of clients. It is one of the 
major activities of several professions, including clinical psychology: 
psychiatry, and psychiatric social work. It has been practiced with 
little change throughout most of the twentieth century. During this 
time, it has become an accepted part of our social system, appearing 
regularly in our humor, literature, television, and in daily conversa- 
tion. Given its prevasive influence and the Prestige of its practitioners» 
one would expect much agreement about what Psychotherapy is, how it 
should be conducted, who can profit from it, and how it works. Unfor- 
tunately, each of these issues is the subject of considerable controversy: 
Some practitioners and patients swear to its effec 
critics regard it as no better than quackery, So 
degree and a personal psychoanalysis as neces. 
the therapist, while others have argued that, 


tiveness, while many 
me regard a medical 
sary prerequisites for 
with a little training. 
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housewives, bartenders, and others can perform as effectively as highly 
educated professionals (cf. Matarazzo, 1971). The effectiveness of ther- 
apy has been ascribed to such diverse processes as the helping rela- 
tionship, nonspecific conditioning effects, and insight. In fact, the 
Only agreed-on point about psychotherapy is that it is mired in 
Confusion and conflict. 
, One basic source of disagreement pertains to what psychotherapy 
is. A recent report by the National Institute of Mental Health identi- 
fied no less than 130 different types of therapy (Brown, 1976). These 
Variants were relatively clearly elaborated. Undoubtedly there are 
Many others which have not been systematically articulated. It has 
even been argued that every therapist conducts a personal form of 
Psychotherapy (Ford & Urban, 1963). In some cases, two different 
therapies might differ on some technical point, such as the proper 
timing and depth of interpretation. In other instances, the differences 
are quite substantive, extending to the very nature and goals of the 
entire therapeutic endeavor. It is these major differences which make 
it impossible to define psychotherapy to everyone’s satisfaction. That 
IS, goals, procedures, and the like may vary So greatly that one 
therapist may simply not regard another therapist’s activity as psycho- 


therapy. à 5 
This issue has been highlighted by Reisman (1971)—who, in 
reviewing the literature On psychotherapy, uncovered thirty-ane dis- 
tinct definitions. As with types of therapy; thene are uadoubtedly 
many more definitions which have not been clearly spected. Accord- 
ing to Reisman, definitions can be classified on the basis of their 
emphasis on (1) the goals of the interaction, (2) the procedures em- 
ployed by fhe therapist, (3) the qualifications of the therapist, or (4) 
the unique relationship between therapist and client. Definitions em- 
vehicle for such things as personal 


Phasizi see therapy aS 4 are 
Rig cia of insight, and the elimination of psychological 


distress. These definitions are problematic since there is little agree- 
en ese T goals should be. Rather, goals are tied directly to 
theoretical nofio of human behavior and psychological disorder. A 
Semprehenshes definition would have to cross such theoretical bound- 
aries, A similar criticism pertains to definitions which emphasize 
procetiares, THES? definitions also suffer because no adequate data 

cedures are critical. It seems presumptuous to 


exist to specify whieh PO $ 
say that psychotheraPy entails doing X, Y, or Z when those procedures 
might be totally irrelevant to the outcome. 
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Definitions in the third category usually specify that therapy u 
quires a trained professional. This distinguishes it from other situa- 
tions in which psychological help is provided, such as confiding in 4 
friend or relative, or a member of the clergy. These definitions do a 
specify what the professional does or whether or not the professori 
background is necessary. The final category emphasizes the speci@ 
relationship between therapist and client. This relationship is are! 
ally presumed to play a crucial role in the treatment process, and i 
will be discussed further below. For the moment, suffice it to say 
most of the criticisms of the other definitions also apply here: lack e 
Supportive data, theoretical conflict, and inadequate specification © 
exactly what the relationship entails and how it operates. ; 

Our own feeling is that any attempt to formulate a comprehensi\" 
definition is fruitless for two reasons. First, there is simply too muc 
conflict and diversity in the field to allow for any consensus. an 
definition would exclude too many therapists and theorists to be © 
much use. Second, we do not have enough data about psychotherapy 
to support any particular definition. One reason why so much aor 
ical diversity persists is that most conceptualizations cannot be ae 
out. One other difficulty with definitions is that they tend to becom 
too concrete, leading to an obsessive analysis of each word. while 
there is little agreement on any specific definition of psychotherapy: 
there is much informal agreement. Thus, most mental health profes 
sionals who observed a variety of therapy sessions would agree that 
therapy was going on. They would simply disagree about how apP!0~ 
priate or effective the various interactions were, 

Ford and Urban (1963) have id 
characteristics of psychotherapy. First 


face to back, as in classic 
personal material. One party 
which he or she has never admi 


Special type of conver- 
sation; hence the term “verbal psychotherapy.” As wil] be discussed 


in later chapters, some therapy techniques, such as behavior therapy: 
do not rely on conversation to produce change. Such nonconversa- 


tional procedures do not fall under the heading of verbal psycho- 
therapy. 
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_ The third commonly agreed upon attribute is that the interaction 
iS prolonged. Change is both difficult and painful. Therapist and 
client must work hard to explore, evaluate, and alter longstanding 
feelings, thoughts, and behavioral patterns. Progress ebbs and flows, 
and is interrupted by many roadblocks. Consequently, the process 
takes a long time, ranging from months to years. Fourth, the interac- 
tion is designed to help one of the participants. One party, the 
therapist, is there solely to assist the other. While realistically the 
therapist does seek such things as gratification, money, and prestige, 
these are secondary. Because of this focus, the patient can forego most 
ordinary social obligations and restrictions. He or she does not have 
to worry about burdening the therapist with problems or giving the 
therapist equal time to talk about personal interests and concerns. 
Thus, both participants can devote their full attention and efforts to 
the patient’s problems and needs. ; . 

In summary, psychotherapy is generally viewed as a special type 
of verbal interaction; it is prolonged, highly personal, and occurs for 
the benefit of one of the participants. This picture is broad enough to 
Cover the vast majority of theoretical variations and to exclude most 
nontherapy relationships, even if they result in some psychological 
aid. This consensus does not extend to who does the treatment or the 


precise nature of the conversation. These exclusions are especially 
important when attempting tO evaluate psychotherapy. As we will see 
t about the types of therapists and the 


later, there is much disagreemen 
Procedures which constitute an adequate test of verbal psychotherapy. 


Variations of Verbal Psychotherapy 


in one form Or another, has probably been practiced 
s developed. Sympathetic listening, suggestion, 
exhortation, and confession have all been used throughout history to 
reduce depression, fear, anxiety, and ambivalence. However, system- 
atic verbal psychotherapy as we now know it can be traced back to 
the creative genius of Sigmund Freud in the late nineteenth century. 
Freud began work with Charcot and then Breur, emploie Eypio. 
tism to alleviate hysterical symptoms. He soon discovered that hypno- 
tism had two major failings. First, many potential patients could not be 
hypnotized; second, hypnotic oures did not prevent the occurrence 
of new symptoms: In his search for an alternative, Freud discovered 
that the illness could also be treated by having patients talk freely and 


Psychotherapy, 
Since human language 
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extensively about th 


zons and anything 
emselves, their feelings, their lives, and any 
else that came to m 


ind (see the discussion of free association below) 
This procedure developed into the “talking cure”: psychoanal ari 
With psychoanalysis as a model and stimulus, many l Like 
forms of pscyhotherapy have been developed over the e aon 
psychoanalysis, most of them have evolved from theories of human 
ality. Most Personality theories have different conceptions 0} devil 
nature, of pscyhological health, and of pscyhopathology and al 
opment. These conceptions typically dictate specific goals for ae añ 
as well as the therapeutic process by which change can be anaes ces as 
the goals reached. Thus, Freud viewed earl, childhood exper o IEE 
crucial to further development, and psychoanalysis focuses on vasidered 
ing repressed memories of those experiences. Alfred Adler tea 
feelings of inferiority to be a critical factor in neuroses; his te style 
therefore, aims at rectifying those feelings and altering the J f per- 
which evolved to compensate for them. These various eee ene 
sonality and therapy are usually referred to as “schools,” un so 
name of its creator—e.g., Rogerian, Adlerian, Sullivanian, Freudian. 


in Table 6.1, this breakdown is primarily 
based on the major purpose or goals of the treatment. Supportive 


therapy has the most modest or conservative goals, It is designed more 
to prevent the patient from getting worse than to Produce im 
It is typically employed either ona short-term basis to assist 
through a crisis or period of great stress (c.g., depression d 
of a spouse) or to help manage chronic patients (e.g., 
over the long term. Supportive therapy does i atte 
any fundamental change in the patient’s persona yor 
tioning. 


provement. 
the patient 
ue to death 
schizophrenics) 
mpt to produce 
manner of func- 


Table 6.1. 
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Varieties of Psychotherapy 


Type of treatment 


Objectives 


Approaches 


Supportive Therapy 


Reeducative Therapy 


Reconstructive Therapy 


Adapted from Wolberg (! 


967), Chart 1. Rep 


Strengthening of existing de- 
fenses: elaboration of new 
and better mechanisms of 
maintaining control; restor- 
ation to an adaptive equi- 


libruim 


Deliberate efforts at read- 
justment, goal modification, 
and the living up to existing 
creative potentialities, with 
or without insight into con- 
scious conflicts 


o unconscious con- 
efforts to achieve 
iterations of char- 
ure; expansion of 
growth, with de- 
f new adaptive 


Insight int 
flicts, with 
extensive a 
acter struct 

ersonality 
velopment © 
potentialities 


Guidance; environmental ma- 
nipulation; reassurance; pres- 
sure and coercion; persua- 
sion; emotional catharsis and 
desensitization; prestige sug- 
gestion; suggestive hypnosis; 
inspirational group therapy; 
supportiveadjuncts (somatic 
therapy, muscular relaxation, 
hydrotherapy) 

Behavior and conditioning 
therapy; “relationship ther- 
apy”; “attitude therapy”; in- 
terview psychotherapy; cli- 
ent-centered therapy; direc- 
tive therapy; distributive anal- 
ysis and synthesis (psycho- 
biologic therapy); therapeu- 
tic counseling; casework ther- 
apy; “rational therapy”; re- 
educative group therapy; 
family therapy; psychodrama; 
semantic therapy; philo- 
sophic approaches (existen- 
tial, Zen Buddhist) 
Freudian psychoanalysis; 
Kleinian analysis; neo-Freu- 
dian psychoanalysis (Adler, 
Jung, Stekel, Rank, Feren- 
czi, Reich, Fromm, Sullivan, 
Horney, Rado); psychoana- 
lytically oriented psychother- 
apy; transactional approaches; 
existential analysis; adjunc- 
tive therapies (hypnoanaly- 
sis, narcotherapy, play ther- 
apy, art therapy, analytic 
group therapy) 


rinted with permission. 
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Both reeducative and reconstructive therapy do attempt to pro- 
duce substantial change in the patient. According to Wolberg, these 
approaches differ in their conceptions of the nature of psychological 
dysfunction and how it can be rectified. Reeducative approaches 
focus primarily on overt behavior and conscious processes. They 
presume that meaningful change can be achieved by focusing on 
current issues in the patient’s life (e.g., ongoing relationships, current 
attitudes and behavior) and by dealing directly with sources of conflict 
and distress. In general, adherents of these therapies do noz believe that 
extensive alterations in the basic personality must be made to produce 
meaningful change. These approaches will be considered more €x- 
tensively in the next two chapters. , 

Of the three types of approaches, reconstructive therapies aim for 
the most extensive Personality reorganization. In discussing aie 
structive procedures, Wolberg (1967) states, “An ultimate goal ig 
Psychotherapy is to reduce the force of irrational impulses snes 
ings and bring them under control, to increase the repertoire O 
defenses and make them more flexible, and to lessen the severity of the 
Conscience, altering value Systems so as to enable the patient to adapt 


himself to reality and his own inner needs” (p. 173). This approach 15 
based on the notion that psychological distr 
Some unconscious turmoil. 


Wolberg’s conception of the goal of 
Psychoanalytic model. The “irrational i 
drives. Psychological defense 


Psychotherapy is based ona 
mpulses” are, essentially, id 
mechanisms are tools of the ego, and the 


Perego. Hence, therapy entails curtailing 
the id and superego while bolstering the ego. Table 6.1 indicates that 


all the reeducative therapies are variants of Psychoanalysis, These 
related approaches are referred to as Psychodynamic, neo-Freudian, 
or psychoanalytically oriented psychotherapy. They all differ some- 
what in their relative emphasis on id, 80, superego, and the environ- 
ment. However, they all share two common beliefs: (1) the uncon- 
scious plays a major role in psychopathology, and (2) the therapist’s 
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task is to help the patient become aware of his or her unconscious 
needs, feelings, and defenses (Singer, 1965). These approaches are, 
Perhaps, the most prevalent forms of psychotherapy (Sloane, Staples, 
Cristol, Yorkston, & Whipple, 1975a). 


Psychoanalysis 


Classic psychoanalysis is the model for most current psychotherapies. 
any years by Freud as he sought 


This approach was developed over m y 
to understand and modify human behavior. The ideas and procedures 
unchanged since his death 


of psychoanalysis have remained relatively unc 
in 1939, Despite the incursions and modifications made by the neo- 


Freudian and psychodynamic therapies, classic psychoanalysis retains 
Much influence, prestige, and something of a mystique. i 
According to Freud, the seeds of neurosis are planted in child- 
hood, when the child fails to pass successfully through the oral, anal, 
Or phallic stages of development. As @ result of conflict, trauma, 
©Verindulgence, or underindulgence, the child becomes fixated at 


Some level. Unacceptable impulses are repressed, and various defense 
eep them under control. The defensive 


Mechanisms are employed to k hem 
network gradually expands and solidifies, and it becomes more and 
More difficult to deal with new life experiences and normal day-to- 
day environmental stresses. By the time a full-blown neurosis de- 

life experience has been repressed, and the 


Velops, a substantial part of j 
individual is still plagued by anxiety, guilt, and the like. The task of 
Psychoanalysis is to make the person aware of the repressed material, 


Tecognize that it is a harmless residue of childhood fears and con- 
fusion, and thus accept the feelings and end the defensive process. As 
a result, the person would then be more open to experience and better 
able to function, while the major symptoms and distress would be 


eliminated. 

Free Association. The primary tool of psychoanalysis is free association; 
the person is told to talk abou" whatever comes to mind. He or she can 
follow any train of thought, discuss any experience, person, or feeling. 
The stream of association moves from one topic to another, sometimes 
dealing with important issues, other times not. Periodically the person 
touches on a focal issue which is close to the defensive structure or the 
Tepressed material. Early in therapy, these critical associations are infre- 
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‘dered only 
quent. Also, they produce great distress and can be pprap 
briefly, However, over time the person becomes more an iation stream 
of considering such highly sensitive material, and the assoc 
moves closer and closer to deeply repressed issues. 


z riodic 
ciative process along by making oe d 
statements which relate various m Pitio 
> explain something, provide new in ihing @ 
he association, or point out om om sim 
naware. Interpretations can range that!” to 
ments such as, “Yowre angry age to mini 
“Is that what you really want PAA to movê 
of their specific form, they are designe 


and 
of interpretation is the therapist’s cio be 
most difficult responsibility. First of all, the oo the per- 
accurate. The therapist must have tremendous insight - dge about 
Son’s thoughts and feelings, as well as considerable =. response 
behavior and Psychopathology, to know what a eat Unless the 
means. Second, the interpretation must be timed proper ak a train 
person is ready to hear and consider the material, it can br 


S f therapy: 
of thought and temporarily disrupt the whole course o 
Finally, the interpretati 


n’s 
i ” k e perso! 
Is, it must present Something that is just slightly beyond the p 
current level of und i 


muc 
too threatening, it will be ignored or perhaps ie oe than 
distress and interfere with Progress. Conversely, it sg oe retation 
repeat what the Person already knows. The effėctive in p 

leads but does not push, . : ro- 
is association and poe cg a 
mote insight: Understanding and Bee Ptanlce, ae ay Pak simple. 
The terms “insight” and “interpretation” are ob Eaa “ana- 
Many nonprofessionals assume that the waaa A interpre- 
lyzing” the patient, and then suddenly = = such as “Aha, you 
tation which gets right toffie heart af aise on A why you 
really hated it when your mother bathed yon S a sudden burst of 
have a phobia for water!” The patient then 


The goal of 
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insight after which all troubles vanish; the so-called “aha” experience 
makes everything clear. In reality, the process of therapy is exceed- 
ingly slow and irregular. It involves many small steps, including 
frequent dead ends and periods of backsliding, when progress is 
Teversed. A complete analysis can require three to five years of treat- 
ment, with five sessions per week. 

The session-by-session progress in th 
known as working through (Hartley & Strupp, 1980). The therapist’s 
interpretations are often repeated, rephrased, and directed to different 
Situations, experiences, and associations which have some common 
element. The person sometimes rejects the interpretation and some- 
times accepts part of it; rarely is it totally understood and accepted at 
any one time. Gradually the person begins to understand, and then to 
accept what is understood. Even at that point, the process 1s not 
Complete. At its ultimate, insight involves the ability to generalize 
and to apply understanding to various new experiences, as well as to 


e aware of the childhood sources of distress. Thus, by the end of 
his or her own interpretations, 


treatment, the person can provide his DS 
explaining feelings and behavior and identifying the sources of new 
distress, 


erapy involves a process 


Transference. The therapist, We have said, serves two critical func- 
tions, the first being interpretation. The second involves facilitating 
and helping the person work through a transference neurosis. The 
Neurotic person employs various defenses to control anxiety, guilt, 


and id impulses. These defenses result in some distortion of reality. 
This distortion occurs with the analyst in therapy, in the same man- 
ner as with other people in other situations. For example, a person 
Who uses projection might see the analyst—rather than the self—as 
angry. This process is known as transference. Transference is not 
simply recognized by the analyst but Is deliberately fostered. The 
Person lies on a couch while the analyst is seated behind, out of sight. 
(This position is designed tO facilitate the associative process.) The 
analyst remains almost anonymous, avoiding many of the usual 
Social amenities before and after sessions and remaining relatively 
silent during sessions casio are made infrequently. The 
therapist is relatively passive, pron ing a blank screen for the person 
to play against. Faced with this relative vacuum, the person is free to 

what the analyst is like. This picture is distorted by 


create a picture © 
the defensive processes- Furthermore, because the person is steeped in 
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associations to unconscious and emotionally charged material, the 
analyst becomes involved in these matters. Eventually the entire neu- 
Tosis Is re-created with the analyst as focus: the transference neurosis. 
For example, the person might begin to see the analyst as a rejecting 
Parent, critical of his or her achievements. Or the analyst might 
become the focus of sexual urges and a fantasied sexual object. It 
Would be difficult for the analyst to get the person to see how he or 
she is distorting experience outside of sessions; after all, the analyst 1$ 
not there and does not know the person’s family, friends, and other 
important objects. However, the transference reaction can be inter- 
preted more easily precisely because the person knows that the analyst 
1S not a parent or lover, and is not critical, seductive, angry, and so OP. 
Thus, the Person gains insight into the distortion and its motivation 
by working through the transference neurosis. This insight is then 
generalized to behavior and people outside of the analyst’s office- 
This process is the core of psychoanalysis (Wolberg, 1967). 


Countertransference. Just as the person brings his or her conflicts, 
anxieties, and defenses to therapy, so too does the therapist come tO 
the office with family problems, financial concerns, and psycho 


; therapist’s personality and prob- 
lems should remain apart from the therapy, this is not always the 


ference, the therapist sometimes 
feelings and responds to things 


can develop strong emotional re- 
hostility and semnal arousal. Ii 


fact, a personal analysis is a requi 
training vehicles for prospective a 
eliminates most of his or her own 


person and use them as clues to the effect on others. 


Resistance. Psychotherapy, of any form, is a necessarily painful and 
threatening process. The person must continually deal with highly 
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Stressful issues: feelings of inadequacy and guilt, terrifying anxiety, 
unacceptable urges, and emotional reactions. In addition, change 
Itself is a terrifying prospect. Even though the person’s current adjust- 
ment is painful and unsatisfactory, it is nevertheless an adjustment. 
Things might be worse. And so, persons approach each therapy 
session with ambivalence and trepidation. Sometimes they overcome 
these feelings and come to grips with the difficult issues, but at other 
times they avoid them. This avoidance, which is largely an uncon- 
Scious process, is called resistance. Resistance can take many forms. 
The person might miss a session or come late when therapy is focusing 
on an especially painful issue. Free association can be stymied as the 
Person reports that nothing comes to mind. Conversely, irrelevant mate- 
rial or issues might be raised, including complaints about the therapist. 
The therapist’s bills may gO unpaid, or the accuracy of interpretations 
may be denied. As with transference, resistance is a potential form of 
interference which can be turned into a valuable therapeutic tool. The 
therapist carefully monitors resistive behavior, identifies its source or 
Motivation, and eventually interprets them to the person. Ultimately, 
the interpretation of resistance and the associated unconscious processes 
is one of the most important activities of psychoanalysis (Fine, 1973). 


Neo-Freudian and Ego Psychology Approaches 


of the analytic movement, many of Freud’s 
his theory and therapeutic strategy. These 
questions have ranged from rather esoteric points to basic issues, and 
have led to corresponding changes in theory and technique. In this 
section, we will consider some of the more important changes which 
have been adopted by various analytic therapies. Weiner (1976) has 
distinguished between therapeutic strategies and tactics. Strategies are 
the guiding principles which determine the direction of therapy: its 
goals and the plans for reaching them (e.g., stimulating a transference 
neurosis). Tactics are the procedures and techniques used to imple- 

making interpretations, asking questions). We 


ment the strategy (€-8- Mer” À q 
will first consider modifications in strategy and then innovations in 


tactics. 


Almost from the beginning 
followers began to question 


Therapeutic Sırategies. Human behavior, according to Freud, is rooted 
in biological factors, especially instinctual (id) drives. The most 
important of these 1S Eros: sexuality. The major “psychological” 
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factor in behavior is the ego, which is more a servant of the id than an 
independent force. The environment, like the ego, is of secondary 
importance, Its primary influence is negative or repressive, and 1s 
exerted during childhood. Neurosis is considered to be largely a result 
of society’s inhibition of the expression of sexuality. Thus, the pri 
Mary therapeutic Strategies are designed to uncover and free u 
instinctual drives. Little attention is paid to the person’s curren 
environment or to any nondefensive aspects of the ego. Freud’s em- 
phasis on sexuality (and biological factors in general), and his rela- 
tive neglect of the ego and environmental influences on behaviot, 
have been the subject of considerable criticism from within the ana- 
lytic camp (as well as from other orientations). f 

Two of Freud’s earliest critics were Jung and Adler, both ° 
whom felt that he placed far too much emphasis on sexuality. Jung 
hypothesized that human beings had a collective or inherited uncon- 
scious in addition to the personal unconscious emphasized by Freud- 
One of the major goals S 
both types of unconscious forces and facilitate an accomodation 
between both of them and the environment (Weiner, 1976). Adler 
argued that all people a 
lessness. In an attempt 
feelings, they strive for 


comparative disregard 
ehavior, Harry Stack 
re the most representa- 
particular theories and 


of social and environmental influences on b 
Sullivan, Karen Horney, and Erich Fromm a 
tive (Hall & Lindzey, 1978). While their 
emphases varied, all three highlighted the central role of social factors 
in shaping adult as well as early childhood behavior, For example, 
Horney described how the neurotic adapts a defensive posture charac- 
terized by moving toward people, away from people, or against peo- 
ple in an effort to curtail and avoid anxiety. Thus, an analysis based 
on one of these models would emphasize current interpersonal func- 
tioning. Interpretations would focus on conflicts between the person, 
the environment, and defensive interpersonal style, rather than on 
intrapsychic conflicts and drives. 
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Probably the most significant modification of Freudian theory 
has come from the ego psychologists, including Erikson, Hartmann, 
Kris, and Loewenstein (Ford & Urban, 1963; Weiner, 1976; Wolberg, 
1967). According to these theorists, the ego is independent of the id 
rather than its servant. The ego has its own energy and functions, 
including thinking, remembering, perceiving, and conscious aware- 
Ness. All behavior is not motivated by drive reduction; instead, the ego 
has its own sources of gratification and motivation, such as love, 
Creativity, and achievement. The healthy adult is not bound by un- 
Conscious instinctual forces but has a good deal of conscious control 
Over behavior and strives to grow and improve. The personality is not 
Solidified by puberty; instead, growth and development continue 
throughout life. The neurotic individual is characterized by poor ego 
development. Like children, neurotics are much more under the 
control of instincts and the environment. Thus, they are less capable 


of determining the course of their lives and fulfilling their potential. 
psychology model strives to strengthen 


Treatment based on an ego A À 
the ego and increase the degree of conscious and adaptive control over 
nalogy between the neurotic and the 


behavior, In keeping with the @ 
child, Hartley and Strupp (1980) have referred to therapy as “re- 


parenting”; the therapist, like the parent, helps the person to become 
more independent and capable of functioning effectively. Little atten- 
tion is paid to historical and instinctual influences on development. 
The emphasis is on current conflicts and anxieties, and the inade- 
quacy of current coping strategies (Weiner, 1976). The ego analysts, 
like most other neo-Freudians, stress the transference neurosis less 
than the classic analysts- Transference is either viewed as an impedi- 
ment to therapy and quickly resolved or it 18 interpreted as a reflection 
of current interpersonal style. In neither case is it facilitated by the 


therapist or viewed as 4 critical element of therapy. 


Therapy Techniques: oretical conceptions of the post-Freudian 
analysts lead to different ways of thinking about behavior and of 
understanding patient reports. ie result, their therapeutic strategies 
differ greatly. Their techniques, however, are quite similar (Weiner, 
1976), As stated previously, there is greater variation between individ- 


n schools. 
ual therapists than betwee ; . 
One ponte? for this peculiar pattern is that research has failed to 


T wat of specific techniques to be applied in a particular way 
time with a particular client. Therapists are left to 


at a particular ' d “best a 
their own experience an st guess” as to what to do. Thus, it 


The the 
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would be quite unusual for two therapists to provide the same Bry 
pretation at any point. This fact is dramatized at case conteret H 
supervision sessions, when recordings of therapy sessions are oll 
While there is often agreement as to very poor and highly e = vot 
interpretations, the middle ground is the area where each listen 
sponds differently, . < is diffi- 
In reviewing the various psychodynamic techniques, it sala 
cult to even identify their source, let alone tie them to any parti zob” 
school. The most notable changes from Freudian procedures p she 
ably involve the activity and behavior of the therapist. pate 
need to develop a transference neurosis, the therapist became "thet 
the classic need for Passivity and anonymity. Therapist and hind 4 
Now sit face-to-face in armchairs. Some therapists like to sit be A a 
desk while others prefer a more casual arrangement, such as ge 
coffee table. Style of dress also varies with the person, althoug a 
and tie (for men) and dress or skirt and blouse (for ici A is 
dominate. The general tone of the therapist-client ae P is 
often more relaxed and pleasant. While the use of the title ae 
most common, some therapists and clients are on a first name f the 
While the therapist’s personal life is still usually kept out © ost 
relationship, there is less rigidity about this as well. Pre- and B 
session conversation takes on a more social atmosphere, eter 
Sional references to vacation plans, family activities, and <_< 
about public events. References to personal experiences (e.g. _ ally 
know, I felt that way once”) are also sometimes used ee is 
by some therapists. A positive relationship is often attempted, ana ! 
used to facilitate therapeutic progress. : on- 
Therapy sessions are also marked by greater therapist resp de 
siveness. In addition to interpretations, typical responses cet 
questions, clarifications, reflections, exclamations, and confron he 
tions (Weiner, 1976). The various types of questions used by a 
therapist were described in Chapter 3. Open-ended and indirect Th 
tions are most often employed. Clarifications are responses whi i 
move the patient in a certain direction while providing no new an 
formation. For example, “That seems to be an important issue; 
think we should focus on it some more.” Clarifications are similar 1n 
effect to indirect questions. Reflections summarize and integrate cli- 
ent responses. They usually involve some feelings the patient 
directly or indirectly expressed. Examples include, You seem to “4 
angry,” and “I have the feeling you are afraid of what you mig 
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learn.” Weiner (1976) defines exclamations as noncommittal response 
facilitators, including “Mm-hmm,” “Uh-huh,” and “I see.” They con- 
vey the therapist’s interest and reinforce the topic of conversation. 
Confrontations give the client new information about his or her 
behavior, They typically involve direct, objective statements about 
Specific responses or issues, rather than the nondefinitive hypotheses 
offered in interpretations. For example, “You've been late for the last 
three sessions, and we need to talk about that,” or “You say that it’s 
Not important, but I find that hard to believe.” Confrontations are 


Used sparingly because of their potentia 
Producing nature. They are usually reserved fo 


left unresolved by more indirect means. . 
It is clear that free association is no longer the main form of 


interaction. The process is much more of a two-way conversation, in 
Contrast to the semimonologue format of classic psychoanalysis. The 
dialogue moves back and forth between the two participants, al- 
though the client still does most of the talking. In keeping with the 
strategies discussed above, the topics covered deal much more with 
current experiences and interpersonal relationships, and with ego- 
relevant issues (e.g., feelings of competence, the direction of one’s life, 
Sources of pleasure). Some therapists (notably Adlerian) give clients 
nomework assignments—for example, to initiate interpersonal activ- 
ity (Mosak & Dreikurs, 1973)- These assignments are then discussed in 


later sessions. : 

The nature of a therapeutic interaction can best be portrayed by 
an example, The following transcript segments are from Wolberg 
(1967), a prominent therapist and training analyst. The comments in 

i ure and purpose of certain therapist re- 


Parentheses indicate the natu NeT: 
Sponses. The first segment illustrates transference and its interpre- 


tation. 


lly threatening or conflict- 
r roadblocks or issues 


would like to let loose with me, but you are afraid of 
would be. (summarizing and restating) 

what is happening here. I feel I’m being held back by 
Td like to blast loose sometimes, but I don’t dare. 


Th. It sounds as if you 
what my response 
Pt. I get so excited by 
needing to be nice. 


Th. Because you fear my aed 4 
s t you wouldn’t like me. Y : 

Pr. thing would be tha 1 r ane eee 

tale ts wouldn’t smile; you'd feel you can’t treat i 


rien ly; you a E 
to me fi from treatment. But I know this isn’t so, I know it 


discharge me 170" i 
Th. Where do YOU think these attitudes come from? 
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PE 


Th. 
Pi: 


Th. 


Pi. 
Th. 
Pt. 


Th. 


Pt 


Th. 


PR 


The patient in the next segment is a wom 
a variety of symptoms after becoming pr 


Pk 


INTRODUCTION TO CLINICAL PSYCHOLOGY 
When I was nine y 
quote them and be 
Indian. Mother wo 
your hands, over 


PEE ‘d 
ears old, I read a lot about great men in sing a a 
dramatic. I'd want a sword at my side; I'd dress a A 
uld scold me. Don’t frown, don’t talk so much. ughty 
and over again. I did all kinds of things. I was a a n 
child. She told me Pd be hurt. Then at fourteen I fell off a has y 
broke my back. I had to be in bed. Mother then told me on the ] was 
went riding not to, that I'd get hurt because the ground was ee al an 
a stubborn, self-willed child. Then I went against her will and su uJ tol 
accident that changed my life, a fractured back. Her attitude was. 
you so.” I was put in a cast and kept in bed for months. 
You were punished, so to speak, by this accident. 


; Kae Hines I felt 82 
But I gained attention and love from mother for the first time. 1 an 
good. I’m ashamed to tell you this. Before I healed I opened at 
tried to walk to make myself sick again so I could stay in bed tay in 
How does that connect up with your impulse to be sick now om Sed) 
bed so much? (The patient has these tendencies, of which she is as 

OR 215s (pause) 


What do you think? 


I 
<6; 
Oh, my God, how infantile, how ungrown up. (pause) It must eee 
want people to love me and be sorry for me. Oh, my God. Howcomple 


ag little 
childish. It is, is that. My mother must have ignored me when I was li 
and I wanted so to be | 


oved. (This sounds like insight.) ad 
So that it may have been threatening to go back to being self-willed @ 
unloved after you got out of the cast. (interpretation) 


«+ get 
It did. My life changed. I became meek and controlled, I couldn't £ 
angry or stubborn afterward. 


Perhaps if you go back to bein 
returning to how you were before 


2 
(Wolberg, 1967, p- 662) 


an who began to experience 
egnant and quitting her job- 


And on Wednesday I began thinking. (laughs) The funniest thing hap- 
pened. I was working in the kitchen and suddenly I got that awful feeling- 
It came on me like a squirmy wave. I got scared and tense and the muscles 
back here (strokes the muscles in the back of her neck) got tight and my 
head filled up as if I had a tight bandage around, and queasy feelings in 
the pit of my stomach. 


Th. 
Pre 


Th. 
Pi: 


Th. 
Pi; 


Th, 
Pi, 


Th, 
Ph 


Th. 
Pr. 
Th, 
PE 
Th. 


Pi; 
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Mm hmm. 


And there was something else 
bothering me and I just didn’t know what. 


Mm hmm. 

Something bothering me. It’s like something I had to do, supposed to do. 

It was such a frustrating feeling. (pause) 

A frustrating feeling, as if you just couldn’t grasp what was going on? 
ation, I guess, I turned on the radio. 


Yes, just like that. So out of desper 
The first thing was one of those breakfast Mr. and Mrs. programs. They 
were bantering back and forth, and | detected a snide attitude toward the 


woman. This made me boil. And all of a sudden the thing flashed in mind. 
It came to me that I promised my husband that I'd buy him several pairs 
of socks a week ago. I’ve been putting if off, and putting it off, and not 
thinking of it. When I'd go out, it wouldn't occur to me to get the socks 
until Pd remember when I got home. (/aughs) 

(smiles) You suspected something was going on inside of you? 

I knew it. As I was listening to the program, it came to me. I suddenly got 
mad, furious and said, “Darn him, why doesn’t he buy socks for himself? 


Why should I do his dirty work?” (laughs) 
You resented his making this demand on you? 
ý ht (laughs)... it w 

(laughs) No question about that. My next thoug as, 
peen "Ie ae doesn’t he buy socks for himself: Why do I have to do all 
the dirty work around here. He wants and expects me to be a slave, just 
tidy up the place and get nowheres. I thought of him in his nice com- 
fortable office. Then I thought of how wonderful I felt when I was 
working. At least I felt appreciated and didn’t get the constant criticism I 


get now. 


This must really burn you YP: ; 
geisa sacrifice. I do love the children. I don’t know what 


t back to work. But it’s the noise, noise, the howling of 
riticism of my husband. 
you felt you were doing something siginificant 


that happened. I knew something was 


I suppose marria 
they'd do if I wen 
the kids and the ¢ 
When you were working, 


that gave you status. 
You know, doctor, I sometimes feel as if I was absolutely crazy to give up 


my jobl don’t know what I imagined marriage was going to be like. 
And it turned out to be something where you have to take care of howling 


kids and buy socks for your husband. 

had these thoughts I got very mad 
You know, as soon as 1 ught: very mad, ieee 
loud, “Why doesn't he buy the socks himself.” I had a picture of him 
(laughs) this S silly . - - Slipping on, (/aughs) slipping on a banana peel 
and turning 4 mr someran inthe alt, I started laughing. Doctor, do I 
i break his neck? When this all happened I noticed that I felt 


y headache went away and the stiffness in the the neck. (Ap 
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parently, realization and 


e 
1, womoved th 
acknowledgment of her hostility remt 

necessity for its repressior 


its rsion i JY ns.) 
1 and its conversion into svymptor am 
(Wolberg, 1967. pp- 670- 


; ne 
Before concluding this overview of neo-Freudian E ‘A 
further contrast with Classic psychoanalysis must be mention inute) 
indicated above, classic analysis typically requires five CA ioi 
sessions per week for several years. This type of intervention 0 herapist 
is extremely Costly in terms of money as well as in patient and t nalysis 
time. Many neu-Freudians have argued that such deep, extensive ane 
is of intellectual value rather than a necessity for effective trea 


rocess: 
Many of the modified approaches attempt to speed up the p 
Sessions are still often fi 


common. Sessions typical 
treatment usually lasts 


Eclecticism 


The 1940s and 1950s, which spawned many new theories about behavior 
and therapy, were the heyday of theoretical schools,” However, as it 

arent that no school had all the answers, therapy procedures 
became app flexible. This is noted in Garfield and Kurtz’ (1976) study 
ee nen arientations of clinical psychologists, The results are 
of the 
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summarized in Table 6.2. Note that no specific theoretical view was 
endorsed by more than 11 percent of the sample. In contrast, almost 55 
percent referred to themselves as eclectic—thatis, borrowing or adopting 
ideas and procedures from various sources. Eclectic therapists do not 
adhere to any single theoretical orientation. They either have their own 
viewpoint, based on bits of several theories, OT tailor their concepts and 

techniques to the individual client (Garfield & Kurtz, 1977). 
Perhaps the most noted representative of eclecticism is Frederick 
Thorne. He advocates that all clinicians be trained in a variety of 
disciplines (e.g., medicine and psychology), be thoroughly versed in the 
current scientific literature about human behavior, and at the same time 
be highly experienced so that they can integrate this knowledge with 
Clinical judgment” (Thorne, 1973). Only this way, he argues, can the 
Most appropriate treatment be selected for each client. However, while 
this orientation has intuitive appeal, it is uncertain whether either the 
Conceptual eclectism espoused by Thorne or the pragmatic eclecticism 
usually practiced can be effective. 
For eclecticism to work, the clinician would have to operate as a 
Computer. Client responses would automatically be processed and the 
from a variety of possibilities would 


best possible conceptualization l 
All the treatment techniques would 


emerge, as on a computer printout. AU TT -e r 
then be scanned and the correct subset identified and applied. Unfortu- 


nately, this is not the case. Therapists are people. Their ability to process 


Theoretical Orientations 


Table 6.2- 
Theoretical orientation N % 
Other 6l 7.14 
psychoanalytic 92 10.76 
Neo-Freudian 45 5.26 
Sullivanian 26 3.04 
Rogerian 12 1.40 
Learning theory 85 9.94 
Existentialist 24 281 
Humanistic 25 292 
Rational-emotive 15 175 
Eclectic 470 54.97 
Total 855 56:00 


From: Garfield & Kurtz (1976), Table 5. Re- 
printed by permission. 
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5, 
information is hampered by bias, such as values and personal p 
by lack of data, and by the urgent need to treat a highly distresse I the 
(Ford & Urban, 1963). Also, the therapist cannot attend to ee 
material presented by the client; thus, listening is a highly initi 
process. These limitations can be partly avoided by a caper ation 
ical orientation, Theory Provides a guide with which to filter geet 
and form hypotheses (Ford & Urban, 1963; Watkins, 1965). Thea tap- 
n leads to a disorganized, eons 
niques haphazardly applied (Ford & f the 
oo difficult a process to permit a “seat 0 
pants” approach with consistent success, ssible 
lies that therapists can master all Jifferent 
techniques and apply them at will, This is far from the case. Di apply 
i ent skills, and few if any therapists can hs by 
many with equal success. Therapists Probably can be most effective ?. 


i ing the! 
and using them extensively, learn 


the field, have no way of knowing why 


not work. Therefore, systematic change is impossible. 


Group Therapy 


Since people are social animals, it is not suprisin 
activity has always been done in groups. Ed 
help giving, and other therapylike functions 


8 that much human 
ucation, emotional support, 
are no exception. Religious 
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organizations provide mutual support and guidance to their members. 


Funeral rituals serve a therapeutic function for bereaved friends and 
relatives by preventing isolation, aiding the expression of grief, sharing 
distress, and so on. It can even be argued that political clubs and 
Organizations are therapeutic in that they channel emotion and provide 
a forum for complaints and new ideas. These strategies for mutual help 
are the basis of the more systematic forms known as group therapy. 
The first true therapy group was formed in 1905, in Boston, by 
Joseph Hersey Pratt (Shaffer & Galinsky, 1974). Pratt organized groups 
of tuberculosis patients in order to give them inspiration, encourage- 
Ment, and information about their disorder. In time, group members 
interacted more and more, and Pratt increasingly emphasized mutual 
support among them. While group treatments continued, this approach 
received little attention until after World War II. In the early part of the 
twentieth century, theory and treatment were mainly psychoanalytic. 
Freud’s intrapsychic, biological model focused on the person since 
Pathology was individual, it was only natural that treatment required 
the Privacy, intensity, and concentration of a one-to-one relationship. 
Group approaches, it was believed, could only dilute treatment. 
Several factors interacted to promote group therapy. First was the 
development of the neo-Freudian and ego psychology orientations. 
hese approaches placed greater emphasis on interpersonal forces and 
the person’s present life. Hence, group interactions are in some ways 


More relevant to the person’s sources of distress than the unique rela- 
herapy. In addition, transference was 


tionshi individu< hot 

of individual psy¢ an 

deisel ease even in individual treatment, so that dilution of trans- 

ference in a group is less important. A second factor was the work done 
ag s, such as Kurt Lewin, which high- 


by Gestalt and social psychologist 
lighted the = attributes and functions of groups. It was suggested 


that groups are more than just a collection of individuals. Just as, in 
Perception, the whole is greater than the sum of its parts, group inter- 
actions involve processes which are not apparent in individual or dyadic 
behavior. The third major stimulus was econonuc. iter World War Il, 

$ d for therapy—a need which intensive individual 


there was a great nee 
B handle. Group treatment offered a fine opportunity 


a $ ver 

e mao aida therapists available to increase their caseloads. A 
renew Rae see more persons in one day than would be possible 
in a week of individual ata i : 

Group therapy has increased dramatically in the past two decades. 
Ore cetho mei reasons is still the economic advantage. Hence, group 


202 INTRODUCTION To CLINICAL PSYCHOLOGY 
approaches may wi 


à " in insti- 
ell be the most common form of treatment 1 
tutions and comm 


o 
unity mental health facilities. Group methods ee 
commonly used to treat individuals with similar, specialized prs: dor 
such as parents of children undergoing treatment, recently EE ijj 
widowed adults, alcoholics, and drug addicts. Group therapies renent 
predominate in day hospital programs for chronic psychiatric an 
(Hersen & Luber, 1977). Because members share common pionier an 
experiences, these groups are especially useful for providing pe how 
understanding, communicating information, and teaching membe ewhat 
to solve common problems. Group procedures are usually n noy 
limited in their goals and range of application. H owever, there Parahi 
many theories for explaining and conducting intensive group sie for 
and many clinicians regard group methods as the best treatme 
many neurotic patients (cf. Shaffer & Galinsky, 1974). sinto two 

Psychodynamic approaches to group therapy usually fall aa jdual 
or three categories, differing in the relative emphasis on the indiv Iye 
and the group (Spotnitz, 1977). The two primary orientations 1n f the 
treatment of the individual patient in the group and treatment 0 din 
individual by or through the group. These orientations are describe ach 
the left and right portions, respectively, of Table 6.3. The third app! 


è tw 
(center of Table 6.3) represents a compromise or integration of these 
views (Anthony, 1971). 


artz (1962) have 


ting a free-flowing: 
permissive discussion among group members, in which each patient is 


encouraged to free-associate to the topic discussed, Interruptions, di- 
gressions, and reference to fantasies are all encouraged, In addition, 
groups employ a “go around” procedure in w i each member, in turn, 
reports his or her associations at that moment. 


£07 


Table 6.3. 


The Three Main Approaches to Group Psychotherapy 


Individual Oriented Approach 
(psychoanalytic and analytic 
group psychotherapy) 


Integrative Approach 
(group analytic psychotherapy) 


Transactional Approach 


Classical psychoanalytic orientation and 
techniques based on psychoanalytic prin- 
ciples; preservation of patient’s unique- 
ness; analysis of individual patient in 
interaction with others (sibling trans- 
ference) and of bilateral transference to 
the therapist, viewed as crucial, concern 
with making the unconscious conscious 


Focus on both individual patient and 
group; transference recognized and in- 
terpreted but emphasis on configura- 
tions of interpersonal disturbance and 
their location within the group rather 
than on analysis of regressive trans- 
ference to the therapist; concern with 
both latent and manifest content 


From: Anthony (1971), Table 1. Reprinted with permission. 


(group dynamic psychotherapy) 


Group as focus of therapy with emphasis 
on the group-as-a whole, group reac- 
tions, group interactions, group roles, 
group themes, group relationships and 


communications; concern with manifest 
content 
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PRERE : apist-client 
One limitation to the group approach is that the therapist-cl 


relationship is less intense than in individual therapy. Hence, arcane 
to the therapist is diluted. However, this limitation is balanced by th 
fact that clients develop transference reactions to one another. Their 
distorted responses and perceptions are presumed to represent aA 
defensive approaches to peers and siblings—the types of inappropr e 
responses made in the outside world. As such, they complement wi 
Tence to the therapist. To alt 
e or otherwise), clients with many 


are exposed to unassertive ones, in 
females, and so on. Homo 
variables (e.g., age, 

reference point and b 


geneity 


rapist can be relatively passive. H€ 
or she organizes the group, gets it started makes occasional interpreta 
tions, and sets limits, allowing the clients essentially to act as CO” 


therapists. 

Groups therapies which emphasize treatment of the individual bY 
or through the group are characterized by group dynamic approaches, 
such as those of Foulkes (1965) and Whitaker and Lieberman (1965): 
These theorists, who are mainly psychoanalytic, View the goal of treat- 
ment as individual change. However, they see the 8Toup as the mechanism 
for producing change. As stated above, the Sroup is seen as more than a 
collection of persons; it has a dynamism of its Own. Power struggles 
between members, rivalries over the attention and affection of the 
therapist and one another, shifting alliances and subgroups, and mutual 
resistances all shape the nature and flow of the interaction. These forces; 
or dynamics, can all serve a therapeutic function for Individual group 


members. 
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group dynamics is especially clear in Whit- 
session is presumed to 
hips to spouses. The 
s group themes. In 


The interactive nature of 
aker and Lieberman’s (1965) model. Each therapy 
turn on a focal conflict or concern, such as relations 
more significant conflicts are periodically repeated a 
interactions based on these conflicts and themes, each group member 
has unique associations to personal conflicts and responds in a charac- 
teristic fashion. For example, if the theme is anger, one client could be 
responding to another as if she were his wife, a second could be respond- 
ing as he or she does to a parent, and a third could be attempting to 
defuse the conflict because of an inability to accept angry feelings. 
f Over time, each group develops a unique group culture which estab- 
lishes rules and sets a pattern for interaction. One function of the culture 


is to find solutions for the focal conflicts. Early in therapy, these 
Solutions are usually defensive and prevent extensive exploration of 


underlying motives. For example, the group might agree not to talk 
about sex. However, as progress is made, these solutions increasingly 
move the group forward and stimulate exploration. These so-called 
“enabling” solutions allow the individual members to come to grips with 


their own particular conflicts. The therapist’s task is to help the group 
solutions. Interpretations are directed 


reach these facilitating OF enabling S 5 

much more toward the group and what the group is doing than toward 

individual clients. Therapist responses to individual clients are designed 

to steer the person in a direction the group should pursue. For example, 
a patient’s anger when he or she believes 


the therapist might reflect on ‘ 
a general issue. Eventually all 


the group should be confronting anger as 
the major conflicts experienced by individual members will be covered, 


and the group process will facilitate resolution of each of these conflicts. 


Family Therapy 
Family therapy is a general term encompassing variety of approaches 
that focus on the family unit. It can entail group sessions for all family 
members living under one roof, the nuclear family (mother, father, 
child), the parents alone, or even one family member (cf. Bowen, 1966). 
Family therapy can also consist of alternating sessions with different 
subsets of family members. Regardless of who is actually present in the 
sessions, the various family approaches all see the family as the focus of 
treatment. Any change in individual members, including any identified 
patient (LP.) for whom treatment was initially requested, is presumed to 
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i Ferber, 
result from change in the family interaction pattern (Beels & 
1969; Fox, 1976). 


d 
5 : 1950s an 
Family therapy became a major treatment strategy in the 


; Os and 
1960s. It grew out of several interrelated sources. First, oero 
1940s saw a dramatic increase in therapeutic services for so for chil 
So-called “child guidance movement.” The primary "cites temabstitile 
dren was play therapy. In this form of psychoanalysis, play jentation, 
for free association. In keeping with the psychoanalytic Mondion 
classic play therapy focuses on the child’s fantasies and "periodically 
and essentially ignores current life experiences. The er progress: 
meets with the parents to keep them informed of their chi he increase 
but they are not involved in treatment. However, with as observa" 
emphasis on ego Psychology and social psychology, as well a rents play 
tion of the course of treatment, it became apparent that the pa J role in 
a central role in the child’s current behavior, not just a age oes their 
its development. Parents could dramatically improve or wo 
child’s behavior Outside of therapy. 

This same obser 
schizophrenics. Thei 
influence on their be 
tediously achieved j 
home. Thus, it beca 
involved in the treat 


a variety of rules govern- 
oe Seer Tliese rules cover os 
t Ao roles and responsibilities a ae 
munication patterns. All these aspects A sane: 
homeostatic level or style, which ed aes a 
members. In disturbed families, this ee ae te 
events the healthy growth and adaptation x “sick 

e families exist by having a “sic 
4 festa poor relationship by identifying 
alize or 


members, and com 
interaction Teach a 
tioning of all family 
pathological and pr 
vidual members. F 
child.” Parents rati 
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gine as the source of all family distress. The child, on the other hand, 
5 avoid certain unacceptable feelings Or responsibilities by being a 
liaa Siblings can discount their own failings by blaming their 
sees (or sick) brother or sister. Thus, the disturbed child plays a 
ssary role in the family’s adjustment precisely by being disturbed. 

of on (1976) has identified three broad goals of family therapy, each 
hs ae is emphasized differently by various theorists: (1) strengthening 
B amily system, (2) increasing separation—individuation, and (3) 

rengthening the marriage. 
_ In strengthening the family system, the primary strategy is to 
improve communication between members and change pathological 
interaction patterns (e.g. maintaining the sick child). For example, the 
aly Alto group of family therapists (Gregory Bateson, Don Jackson, 
ay Haley) has emphasized the role of double bind communications in 
disturbed families. Family members (especially the mother) send com- 
Plex messages to one another in which the overt and covert elements con- 
tradict one another. Compliance with one part of the message requires 
noncompliance with another part. The recipient of the message is pun- 
ished for noncompliance in either case, and is thus in a “double bind.” 
For example, the mother might ask a child to provide affection, yet turn 
away when the child reaches out and then complain if no further 
affection is offered. The goal of therapy would be to clarify this process 
and teach family members to respond consistently in verbal and non- 
Verbal ways and on both overt and covert levels. 

Increased separation-individuation refers to the growth and devel- 
Opment of individual family members. While the immediate focus of 
treatment is improved family functioning, this ultimately requires (and 
facilitates) the individuality and independence of each member. Murray 
he lack of individuation as a primary factor in 


Bowen (1966) views t : i 
disturbed family adjustments. He tries to facilitate personal growth and 


improve the family system by reducing cach members dependence on 
the family, and especially, its pec logue p noniEosias 

The third goal, strengthening the marriage, comes from the observa- 

tion (and assumption) that a disturbed marital relationship is often the 

basis of broader family pathology- The classic example here is the 

married “for the children’s sake.” This naturally 


Couple that remains M : 5 : 
produces hidden conflict and distorted interaction patterns. Children’s 
symptoms (€-8-» depression, phones, aggression) often disappear once 
the parental relationship 1s improved. Couples therapy is a common 


variant of family therapy in which the children are not included. Sexual 


208 INTRODUCTION TO CLINICAL PSYCHOLOGY 


5 ication 
problems, as well as more general family matters and communica 
patterns, are often part of couples therapy. 


Family therapists, as a group, are much more active and demann 
tive than most dynamic individual or group therapists. This is partia : 
because the family comes to treatment with an established page 
pattern which the therapist must interfere. Also, there is a nore 
emphasis on changing ongoing interaction patterns. Awareness, pane 
and understanding are generally viewed as less important than ate 
changing the family’s behavior (Beels & Ferber, 1969; Fox, 1976; pea 
1976). Therefore, there is less need for the therapist to sit back and r ees 
the family members to cognitively appraise their situation and i 
associate. In fact, such a tactic would simply encourage the ingral! 
pathological interactions. . and 
Beels and Ferber (1969) see family therapists as conductors @ ly 
reactors. Conductors, such as Ackerman, Satir, and Bowen, rete 
direct and structure therapy. All communication flows through oo ee 
they challenge, confront, and manipulate family members. Reac 67) 
exert control as well, but in more subtle, often covert fashion. Zuk (19 ist 
has coined the term “go-between” to describe this role. The iher 
serves as a mediator or negotiator between family members, often P i 
lating conflict or temporarily taking sides in an effort to modify s: 
interaction pattern. Beels and Ferber divide reactors in two ene 
analysts and system purists. The analysts, including Wynne and They 
aker, are the most traditionally psychoanalytic family therapists. we 
often work in male-female co-therapy teams so as to facilitate ph A 
ference reactions and avoid becoming too enmeshed in the family. T ti 
place more emphasis on insight and individual anxieties and ig 
than do other family therapists. System purists, such as the Palo A i- 
group, place primary emphasis on current relationships and commun x 
cation patterns. As stated above, insight is seen as unnecessary; changing 
interaction patterns is viewed as the sole concern. ; 

The actual process of family therapy includes various techniques- 
Family members role-play each other or different roles. In order K 
change communication patterns, they are directed to remain silent, Si 
on the side, or even observe the interaction from an adjoining room- 
Dyadic or triadic interactions may occur, or the therapist may talk to oF 
challenge a single family member. Homework essgnments, meani 
spend time together without talking, are common. With their open. 
active, and “anything goes” style, family therapists are often called 
“happy exhibitionists” (Lecker, 1976). Perhaps more than with any 
other group of practitioners, their work is more an expression of their 
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individual style than of any systematic theoretical perspective (Beels & 
Ferber, 1969). 


Empirical Evaluation 


as an applied science and identi- 


We have described clinical psychology 
f applied work. Thus, one would 


fied psychotherapy as the major area o 
expect psychotherapeutic practices to be based on a long history of 
carefully controlled research. Unfortunately, that is not the case. Despite 
three decades of research efforts, we still know very little about how 
therapy works, or for whom, or even if it works. The material presented 
earlier in this chapter represents the experience and wisdom of many 
astute clinicians. However, Very little of it is based on research or 
Supported by empirical analysis. Instead, the various techniques and 
theories are based mainly on inference, intuition, and agreement among 


Practitioners. 
The reasons for this range fr 
anani. practices to the need to pro 
ersons. T imitation is the com mal 
and the ee l of conducting valid research. This final 
Section of the chapter will focus on research on the outcome of psycho- 
therapy: Does it work? Reflecting the state of the art, we will emphasize 


the a the question. 
Problems rather than answer 
At first glance, an outcome study appears to present no problem at 


all: r : _ test them, give half of them treatment, test 
ise amis eo Pee hee who received treatment oaa T 
those who did not. In fact, that is the basic ameona an . ps 
Major questions involve the types of persons Sean i f ia ve 3 
i.e., dependent measures) tO administer, the t Te a Ps wn 
form of therapy to use. the types of control groups required, an 


interpretation of results. 


om the economic security provided by 
vide immediate help to troubled 
plexity of the subject matter 


Subjects 
Clinici beginning with Freud have realized that not everyone re- 
1a e à 
Ponds a A psychotherapy- Some persons do not profit from the 
experience, even after many attempts with various therapists. Others 
g psychotherapy, leaving with greater 


f ‘ d by 
actually seem to De harme $ i eat 
ese one when they began (Bergin, 1971). Still others simply dislike 
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therapy and terminate before it has a cha 


Suggest that the majority of patients simply fail to return after five to 
eight sessions (Garfield, 1971). However, little is known about what 
kinds of persons benefit most from treatment. 

Much research has focused ont 


nce to work. In fact, some data 


he characteristics of successful and 


tend to be young, attractive, verbal, intelligent 


, and successful. Psycho- 
therapy appears to work better with middle- 


and upper-class persons 


not. Psychotherapy i 
& Suinn, 1975), Finally, 


to do all the work often 
successful elie ae Poorly, On the other hand, the attributes of the 
nature of nt might be required more by the therapist than by the 

: Psycho Y. That is, verbal middle- and upper-class thera- 


tow 
to change (Bergin & S 


Dependent Measures 


The measures to be u i 
sed in assessing thera i 
peutic change have been a 
major so i 
j urce of controversy, Kazdin and Wilson (1978a) identify three 
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problems: the manner of assessment, the source of data, and the gener- 
ality or specificity of the assessment. The manner of assessment refers to 
the type of procedure employed, such as projective tests, interviews, or 
observation of overt behavior. A major source of disagreement stems 
from theoretical differences about the nature of pathology and the goals 
of therapy. Classic psychoanalysts tend to regard changes in overt 
behavior and self-reports as superficial; hence, assessment must tap 
psychodynamics. Conversely, many family therapist and ego psychol- 
Ogists target overt behavior and changes (and assessment) at that level 
are more relevant. 

Data about the effects of therapy can come from three sources: the 
individual, the therapist, and outside observers (e.g. family members, 
independent judges). The individual is the best judge of his or her own 
subjective feeling state. But such judgments about improvement are 
often biased, and self-reports often do not relate to independent judg- 
ments of behavior (Bellack & Hersen, 1977b). Because of his or her close 
involvement with the client, the therapist should be an excellent judge of 
change, especially at the intrapsychic level. However, Sai 
generally as biased as their clients, and therapist ratings have also been 
shown to differ widely from independent judgments (Garfield, Prager, & 
Bergin, 1971). While independent ratings thus would ene set : 
has been argued that only the client and therapist know what Le ica 
issues are and whether they have esa Spine meer ye 
dent ratings may be objective, they fal Be 
Ahonen 197 “4 For example, a = mieten gar etieti 

iffi i ism, yet the husband and therapist vet 
reer tase eling of inadequacy which stimulates drinking— 

i i he wife is unaware. l ! 

pee er: generality versus specificity of ratings a 
many similar issues. Specific ue e Airai i pa pe 
epi nkenness) can be 1 
ean eee but they cannot present a broad sae ws 
client’s adjustment and sense of well-being. ee ak o = e 
the form “Much improved,” “Slightly improved, ope -a 
Such measures can represent feeling states and the am a aih 
various aspects of the client’s adjustment, but they are hig ai ible 
to bias and distortion (e-g-, halo effects) (Garfield et al., 197 k 

These controversies about assessment strategies are critica ecause 
they severely confound the interpretation of research results. A particu- 
lar study can be viewed as supportive, unsupportive, Or irrelevant de- 
pending on the dependent measures included and the changes in these 
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measures. For example, Paul (1966) found that a behavior pe: 
group was most effective on the basis of physiological and be avio : 
measures of change, but that behavior therapy, psychotherapy, cr 
control groups all improved equally on self-report measures. oe ra 
mean that all persons showed meaningful decreases in subjective istres . 
or that the self-report measures were biased and invalid? Numerou 
recommendations have been made about how the effects of psycho- 
therapy should be assessed (cf. Kazdin & Wilson, 1978a: Strupp e 
Bergin, 1969; Strupp & Hadley, 1977). However, the only point o 
agreement is that a battery of measures is required, covering various 
aspects of client functioning and sources of information. 


Therapists 


Psychotherapy is an intense 
be planned by a simple, step- 
flow of communication dep 
therapist. Obviously, the ther 
therapy. Summarizing the li 
that more experienced thera 
less experienced ones, and t 
skillful generally have greate 
interpersonal characteristics 
warmth, and genuineness) w 

Unfortunately, therapis 
lent; they range from harmf 
10 percent of persons in 
treatment. Some were gett 
may have been untreatabl 
deteriorating but could h 
“inept,” while others wer 
who disturbed a neurotic 
Cations for Society given 
fessionals, They also hav 
discussion of Outcome re 
therapy should be judge 


interpersonal activity whose course cannot 
by-step blueprint. The moment-to-moment 
ends largely on the particular client and 
apist plays a critical role in the outcome of 
terature, Luborsky et al. (1971) conclude 
pists generally produce better results than 
hat therapists judged (by colleagues) to be 
r success than those judged less skillful. The 
that contribute to these findings (empathy, 
ill be discussed in Chapter 8. 

ts simply do not vary from good to excel- 
ul to helpful. Bergin (1971) found that up to 
psychotherapy actually deteriorated during 
ing worse before they entered treatment and 
e. However, Bergin concludes that some were 
ave been helped if their therapists were not 
e actually made worse by an inept therapist 
equilibrium. These findings have major impli- 
the confidence placed in mental health pro- 
€ more specific implications in regard to our 
Search. Some critics argue that the effects of 
d on the basis of the average patient and the 
average therapist (i 


i >t (Le, what can the average person expect?). Others 
believe that a fair evaluation requires only good therapists working with 
appropriate Patients (cf. Luborsky, Singer, & Luborsky, 1975) (what is 
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the best that can be achieved?). This disagreement is another factor 
which confounds interpretation of outcome research. In addition, ex- 
perienced, highly skilled therapists are often unavailable for participation 
In research studies. Most outcome research has been conducted with 
graduate students or relatively inexperienced professionals as therapists. 


Type of Therapy 


Earlier in this chapter we described many variations of individual ther- 
apy, group therapy, and family therapy. Outcome research generally 
suggests that these variations are roughly equal in effectiveness (Lubor- 
sky et al., 1975: Sloane et al., 1975a). However, the literature is flawed by 
many methodological inadequacies. No series of well-controlled studies 
has evaluated any particular type of therapy. let alone systematically 
compared diverse approaches. In addition, it seems likely, on an intuitive 
basis, that different types of persons would profit from different types of 
treatment. Specific client-therapist-therapy matches have not yet been 


adequately identified or tested. 


Nonspecific Factors in Therapy 


or otherwise, must be evaluated 
le sense to say that a certain percentage 
t improve when we do not know how 
nt or with some alternative. Thus, 


Any treatment procedure, psychological 


on a relative basis. It makes litt 
of persons receiving some treatmen 


Many would improve with no treatme 
the question becomes, how effective is psychotherapy compared to other 


treatments or no treatments? This issue is highlighted by the classic 
Papers of Hans J. Eysenck (1952; 1965). Reviewing the outcome litera- 
ture, he concluded that psychotherapy had an average success rate of 67 
Percent. This figure has since been verified in several other reviews and 
is a widely accepted reference point (cf. Luborsky et al., 1975; Malan, 
1973). However, Eysenck also attempted to ascertain the amount of 
recovery which could be expected without treatment—spontaneous re- 
Mission, Again the figure was about 67 percent! Eysenck’s data and 
conclusions have been the subject of intense debate since his first publica- 


ti 

2 appeared. 
5 ne of the most not 
Pontaneous remission rates 


Bergin (1971), who argues that 


able critics is 
lly between 30 and 50 percent. 


are rea 
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He also indicates that 10 percent of persons deteriorate, reducing the 
“average” change rate for all treated subjects. Thus, about 80 percent 
improve with treatment while only 30 to 50 percent improve without it. 
Bergin also questions the term “spontaneous remission,” with its impli- 
cation that improvement simply occurs with no rhyme or reason. Rather, 
he suggests, many distressed individuals who are not in therapy receive 
informal treatment elsewhere. Religious counseling, as well as help from 
family physicians, friends, and relatives, are all potential sources of 
therapeutic aid. These sources are also used by persons in the waiting list 
control groups included in most outcome studies. By implication, 
subjects in such groups cannot be assumed to be “untreated.” 

A related issue is the role of specific and nonspecific factors in 
therapy. It is widely agreed that a significant part of psychotherapy is a 
group of so-called “nonspecific factors” which relate more to the general 
nature of the interaction than to anything the therapist does (Hartley 
& Strupp, 1980; Weiner, 1976; Wolberg, 1967). These include: the act of 
admitting a problem and seeking help, expectation of change, being 
understood and accepted, talking about one’s problems, and having 
ny of these factors are often called a placebo 
creotype of the placebo as a useless “sugar 
> among others, regards placebo effects as 
of psychotherapy. The presence of these 
y may well explain why their effectiveness is 
et al., 1975). The placebo effect may also 
differences between treated and untreated 
over time (Liberman, 1978; Sloane et al., 
ubjects seem to “catch up” to their treated 
apy simply provides a more concentrated 
n does the environment, rather than 
o, therapy may simply speed up change 
hange ora different type of change than would 
Suinn, 1975: Liberman, 1978). 


Providing Something unique. If s 


Interpreting the Literature 


o the proportion of “improved” 


persons (cf, Luborsky et al., 1975). What does this rating actually mean? 
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Symptoms entirely eliminated? Decreased distress? Less intrapsychic 
conflict? When a battery of tests is given, persons rarely show benefits 
on all of them. How many tests or which tests must change for the 
treatment to be judged successful? Statistical significance does not re- 
quire large changes so much as consistent changes. It can be achieved if 
Most subjects change a little bit. Thus, statistical significance must be 
differentiated from clinical significance. How much must people change 
for treatment to be regarded as successful? Another question pertains to 
the status of dropouts. Eysenck (1952) regards them as failures, while 
Bergin (1971) does not; this partially explains their dramatically different 
conclusions about the effectiveness of therapy. The issues relate less to 
design or even theory than to interpretation. There are no correct 


answers to these controversies. . 
Finally, we have the issue of generality of results. Even if we had a 


“perfect” study and everyone agreed on the interpretation of the data, 
the effectiveness of psychotherapy would still be an open question. Each 
study involves a unique set of clients and therapists with an idiosyncratic 
treatment. Similar results might not be achieved with other clients, 
therapists, and so on. Hence, each study has only limited generality. A 
series of good studies is required to reach any conclusion. At this time, it 
is generally agreed that 67 percent of persons profit from therapy, and 
that these persons will, at the very least, improve faster than they would 
Without therapy. To these somewhat flimsy conclusions we can only add 
the ubiquitous statement: Further research is required to resolve this 
Issue, 


Summary 


This chapter has presented an introduction to psychotherapy and an 
Overview of psychodynamic approaches. We first considered what psy- 
Chotherapy is and discussed the various definitions of it. The common- 
alities and differences among the major types of psychotherapy were 
then presented. The next section described psychoanalysis, including 
both theory and therapeutic techniques. Ego psychology and other 
Psychodynamic approaches were then presented and compared with the 
Classic analytic procedures from which they evolved. The next two 
Sections covered the major approaches used in treating several clients 
Simultaneously; group therapy and family therapy. Major variants of 
these forms of treatment were contrasted. The final section of the 
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chapter dealt with the evaluation of the effects of psychotherapy: out- 
come research. Major problems in conducting and evaluating such re- 
Search were discussed, including clients, dependent measures, thera- 
pists, types of treatment, and nonspecific treatment effects. The lack of 
definitive information about how therapy works was highlighted. 


CHAPTER 
SEVEN 


Behavior Therapy 


clear, engage in a wide variety of activities. 
atly to develop or advance many of the 
psychotherapy, heir = A ea 
is > ever, are generally considered to be almos unique 
Pa ert psychology: e a ee 
therapy. While these areas owe much to o k i abe: profes- 
sions they are primarily products of clinical psyc ia ogy. In fact, it has 
cae pine that both of them were developed, ere in part, because 
Of the desire of clinicians to create a unique pro —— identity. Of 
Course, their unique training and sine en : inical enterprise 
ee shee Be new and creative pa to eae problems. In any 
case. st fa imrenestins tak thes? two = ato R, utions are so highly 
incompatible with one another. We have : rea y considered several of 
the reasons; others will become appa as o consider behavioral 
treatment techniques. This chapter AE ne a brief review of the 
behavioral model as it applies to ee a and discusses its historical 
development. Most of the hepte is a e E the treatment techniques 
themselyes. The diversity of = ven ec ae makes it impossible 
to cover all of them PAR ae fale discuss a representative 
sample of the techniques use ay canica psychologists, highlighting 
thosethat are mast common or are especially creative and exciting. 


Clinical psychologists, it is 
hey have also helped gre 
activities they perform (€-8- 
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The Behavioral Model 


General Issues 


The behavioral model was considered in some detail in Chapter 5. Several 
aspects of the model deserve reemphasis, however, especially as they 
pertain to behavioral Strategies. Recall that behavior modification in- 
volves a scientific orientation to human behavior problems. The primary 
focus is on the use of empirically grounded techniques. Behavior modi- 
fiers assume that maladaptive behavior is learned, and is not funda- 
mentally different from nonmaladaptive behavior. Maladaptive behavior 
persists because of the individuals learning history and current inter- 
actions with the environment. So-called “intrapsychic” processes and 
Motives are presumed to be nonexistent. Thus, both assessment and 
treatment are relatively direct and focus on specific motor, physiolog- 
ical, and Cognitive responses rather than on hypothesized intrapsychic 


activity, 
In addition to these general characteristics of behaviorism, there 
are other specific factors. First, treatment is generally viewed as an 


educational process. Just as maladaptive behavior is learned, it can be 
unlearned and replaced by new adaptive behavior. The client is not 
manipulated by the therapist but is taught new and more functional 
ways to behave. 
Second, the major focus of treatment is on the measurable change 
of some specific Problem or source of distress. V 
vague or unclear, such as, 
know where Pm going, 

plaints must be concret. 


of utmost concern and Telate 
teristic of behavioral treatment: an emphasis on b 
natural environment, It is much easi 
consulting room 


S to the third charac- 
ehavior in the client’s 


ver to produce improvement in the 
(i.e., therapist’s office) than in the outside world. It is 


also much easier to get clients to feel better temporarily. (e.g., be less 
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anxious, more optimistic) than it is to produce enduring change in their 
manner of functioning. The literature also indicates that client self- 
reports about feelings do not relate well to what they actually do and 
how they respond physiologically (cf. Bellack & Hersen, 1977a, Chapter 
a 1977b). Thus, behavior therapists attempt to assess and change the 
clients functioning in all relevant areas, in and out of the office or 
hospital. 

Fourth, based on intensive assessment, behavioral treatments are 
tailored to each client, Behavior therapy is more a set of principles and 
Strategies for altering behavior than a group of standard treatments. 
Therefore, a unique intervention is created for almost every client. As 
will be discussed below, there are some seemingly standard treatment 
techniques (e.g., systematic desensitization, social skills training). How- 
ever, these procedures are not applied ina “cookbook” manner; they are 
Molded to the client’s needs. Also, few clients can be treated with only 
One technique. Most people seeking help either have several problems or 
sufficiently complex problems so that a variety of proceduresis needed. 
Thus, the behavior therapist typically develops a treatment “package” 


for each client. : 

Fifth, and last, treatment is viewed as an experiment. Regardless of 
how carefully the therapist assesses the client, the resulting treatment 
plan is always a “best guess.” Its adequacy, therefore, must be questioned 

scientist tests hypotheses. This is one of 


throughout treatment, just as 4 : j 
ive goals and measuring progress during 


the reasons for specifying object : a 
treatment. Too R an improvement can be quickly discovered and 


the treatment plan modified or, if necessary, totally revised. When 
Possible inal treatments are conducted according to single- 
: (see Chapter 10). The therapist can then be 


Subject research methods < 3 k 
more confident that the treatment 1S responsible for any improvement in 


the target behavior. 


Ethical Issues 

The behavioral approach has been strongly criticized during the past 
twenty years. One issue is the effectiveness of behavioral techniques— 
which has now been well ee (cf. Bellack & Hersen, 1977a). 
As a result, the pehavioral approach 1s now widely acknowledged both 
by mental health professionals and the public. The second issue is the 
ethics and values of bebavior therapists. While this criticism is also 
unjustified and invalid, it has been much more difficult to refute. 
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Behavior therapists are often portrayed as cold, manipulative, and 
unresponsive to human needs and feelings. Behavioral techniques are 
widely viewed as robbing the client of freedom and dignity, as well “i 
endangering our democratic society. These criticisms, we must empha 
size, are based largely on misconceptions about what behavior ican 
is and how it Operates, as well as on vast overestimates of the power j 
conditioning procedures. Many critics equate the entire behavioral “ee 
trum with operant conditioning, which represents only a fraction O 


: pesca, 1S istorical 
behavior therapy. (The reasons for this are clarified in the historica 
overview.) It is oft 


Powerful tool whic 
people. In fact, this 
is extremely difficu 
the person’s aware 
€ven with such co 

In discussing 
three points must 
to alleviate huma 
and least aversive 
to enlist the client’ 


, ethical conduct re 
therapist agree on explicit goals (Al and 3), 
treatment is used (B), and that the effects o 


quires that the client and 
that the most appropriate 
f the treatment be system- 
mphasize the client’s free 


Yorkston, & Whipple, 1975a). Many critic 
fied humanistic values with a “mushy,” 
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(especially clients). The straightforward, objective, and educative ap- 
Proach of behavior therapists is quite the opposite, but it is explicitly 
humanistic in its operation and goals. 


Historical Development 


Behavioral techniques have probably always been part of human be- 
havior. Wages paid for work or services is a form of positive rein- 
forcement, as are such social amenities as saying “Thank you” or “You 
look nice today.” The Premack Principle (also known as “Grandma’s 
Rule”) (Becker, 1971), when applied to children, is a commonsense 
Strategy of letting a child play (or watch television) only after homework 
or chores are completed. A traditional way of eliminating (or preventing) 
fears is to reexpose the individual to the feared situation (e.g., put a 
child back on a horse after a fall, or back in the water after a near- 
drowning). Exposure is a primary behavioral strategy for fear reduction. 
Even such complex techniques as token economies have been in use at 
least since the early 1800s (cf. Kazdin, 1977). . 

While many behavioral techniques have long been in the public 
domain, it is only the last twenty years that they have been systematically 
analyzed and employed in clinical and educational settings. The rapid 
development of the field during that period is as much a sociocultural 
Phenomenon as a process of scientific growth and discovery. Operant 
and respondent conditioning, developed and elaborated during the first 
half of the twentieth century, formed the basis for behavior modification, 
Examples of conditioning procedures applied to human problems were 
Published throughout that period (€.g., Jones, 1924; Watson & Rayner, 
1920). Most of this work, however, involved laboratory animals. It was 
Not until the 1950s that such notable contributors as Bijou, Lindsley, 
and Skinner began to extend their research on Conditioning to human 
beings (cf. Kazdin, 1977, Chapter 2). Only then were the possible 
therapeutic and educational uses of these procedures made clear, 

In addition to the work on conditioning, two significant works 
appeared in the 1950s.' In 1952, an article by H. J. Eysenck indicated 
that persons in psychotherapy Welt no more likely to improve than 
those who received no treatment. At that time, the most widely avai 
abl s psychoanalytic psychother: : ely avail- 

e treatment was p apy provided by a psychi- 


i- Thisaecount of the development of behavior modification is 


ment mon quite limited. The fie 
have evolved without the contributions of many individuals not ah Saul age 
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ETT 


2. Where the subordinated client’s 
competence to decide is limited, 
have the client as well as the guard- 
ian participated in the treatment 
discussions to the extent that the 
client’s abilities permit? 

3. If the interests of the subordi- 
nated person and the superor- 
dinate persons or agency conflict, 

have attempts been made to re- 


duce the conflict by dealing with 
both interests? 


E. Has the adequacy of treatment been 
evaluated? 


1. Have quantitative measures of 
the problem and its progress been 
obtained? 


2. Have the measures of the prob- 


lem and its progress been made 
available to the client during treat- 
ment? 


F. Has the confidentiality of the treat- 
ment relationship been protected? 
1. Has the client been told who has 
access to the records? 
2. Are records available only to au- 
thorized persons? 


G. Does the therapist refer the clients 

to other therapists when necessary? 

1. If treatment is unsuccessful, is the 

client referred to other therapists? 

2. Has the client been told that if 

dissatisfied with the treatment, 
referral will be made? 


H. Is the therapist qualified to provide 
treatment? 

1. Has the therapist had training or 
experience in treating problems 
like the client's? 

2. If deficits exist in the therapist’s 
qualifications, has the client been 
informed? 

3. If the therapist is not adequately 
qualified, is the client referred to 
other therapists, or has super- 
vision by a qualified therapist 
been provided? Is the client in- 
formed of the supervisory rela- 
tion? 

4. If the treatment is administered 
by mediators, have the mediators 
been adequately supervised by a 
qualified therapist? 


From: The Association for Advancement of Behavior Therapy, 1977. Reprinted with permission. 
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atrist. Eysenck’s article became a rallying point for those who chal- 
lenged that treatment and/or who could not use it: notably, clinical 
psychologists. Then, in 1958, Joseph Wolpe’s book Psychotherapy by 
Reciprocal Inhibition presented a conditioning model of neurotic be- 
havior and a new treatment technique: systematic desensitization. Here 
was a promising alternative to traditional techniques—grounded m 
laboratory research and conditioning principles, both of which were basic 
to psychology. (Interestingly, Wolpe is a psychiatrist.) 

With this background, the 1960s saw tremendous growth. Many 
new intervention strategies were developed, tested, and analyzed; be- 
havioral techniques expanded to cover the entire range of psychological- 
behavioral disorders. As always, however, there were problems. Much 
of the stimulus for growth was dissatisfaction with traditional models 
and techniques. In the course of criticizing and rejecting those ap- 
proaches, some of their positive contributions were also (temporarily) 
rejected (such as interviewing techniques, cognitive factors in behavior 
change). Simplistic interventions for complex problems, such as alco- 
holism and schizophrenia, were greatly overpublicized. These claims 
helped to produce some of the backlash against behavioral techniques- 

The 1970s were a more reflective period. Behavior therapy con- 
tinued to expand and increasingly influence the mental health and 
education communities. Whereas all behavioral techniques had once 
been challenged, many of them are now widely recognized as the inter- 
vention of choice. And so, behavior therapy is now less concerned about 
establishing its identity and is more contemplative. There is an increas- 
ing emphasis on improving and refining existing techniques and 0” 
developing more comprehensive programs. 

Still, behavior therapy is hardly a homogeneous discipline with nO 
theoretical and methodological disagreements, On the contrary, behav- 
ior therapists differ greatly. This is especially true of the “radical operant” 
and “cognitive behavior therapy” perspectives, The former group ig 
nores Cognitive processes, focusing solely on observable and measurable 
phenomena (cognitions cannot be observed). The latter group, in con- 
trast, emphasizes cognition in both the conceptualization of behavior 
and in treatment. Many of the usual differences between behavioral and 
nonbehavioral models become hazy when cognitive behavior therapy is 
considered. The majority of behavior therapists fall somewhere in be- 
tween, recognizing the importance of Cognition but u 


i Ncertain about how 
to use it. Research on this and other issues is now underway 
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Behavior Therapy Techniques 


Behavior therapy, as noted above, contains few standard treatment 
techniques. It consists primarily of an orientation and a set of principles 
which are used to create new treatment strategies as needed. Thus, it is 
impossible to describe the full range of behavioral interventions in a 
Single chapter. Therefore, in the balance of this chapter, the most 
illustrative strategies will be described to provide an idea of what be- 


havior therapy is like. 


Fear Reduction Techniques 


Fears and phobias are common forms of psychological distress. From a 
behavioral perspective, fears are learned, either by aversive experience 
(e.g., almost drowning) or by observation (e.g., modeling the behaviors 
of a fearful parent). Fears—even irrational ones—persist, primarily 
because the individual avoids the feared stimulus and consequently fails 
to extinguish the fear (i.e., learn that there is no real danger). Many 
effective strategies have been developed to eliminate fears. All of them 
expose the individual to the feared stimulus so that the fear can finally 


be extinguished. 


Systematic Desensitization. The first technique to be developed, and 
the most influential, is systematic desensitization. This is one of the 
basic techniques in behavior therapy; its creator, Joseph Wolpe, is a 
founder of the behavioral movement. — 

According to Wolpe, desensitization is based on a neurological 
Process called reciprocal inhibition. Certain components of the nervous 
System act mainly to produce incompatible effects (e.g., arousal versus 
sleep). When one such component is aroused (or dominant), it inhibits 
the action of any incompatible component (you cannot be awake and 
asleep at the same time). Two such components are the sympathetic 
Nervous system (SNS) and parasympathetic nervous system (PNS). The 
SNS is often called the “fight or flight” system, since it gears th 
organism for action (increasing the heart rate, blood pressure, respi : 
tion rate, etc.)- The PNS is primarily a vegetative or quiescent s ra- 
associated with digestion, rest, and other restorative processes der 
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ing the heart rate, blood pressure, etc.). In preparing the organism for 
action, the SNS becomes highly aroused in response to fear-producing 
stimuli. Wolpe (1958), among others, viewed fear basically as an SNS 
response. If SNS arousal in the presence of fear-producing stimuli could 
be prevented, he hypothesized, no fear would be experienced. If the 
person could be repeatedly exposed to such stimuli without SNS arousal, 
the previously conditioned fear would be counterconditioned (i.e., elimi- 
nated). The way to prevent SNS arousal is to produce PNS arousal, 
which can reciprocally inhibit the SNS. f 

Desensitization, then, is based on Wolpe’s concept of countercondi- 
tioning by reciprocal inhibition. The technique contains three key ele- 
ments. First, the individual must be exposed to the phobic stimulus. In 
most cases, exposure to the actual stimulus is difficult or impossible. 
Thus, Wolpe employed exposure by imagination: the client simply vis- 
ualizes him or herself in the feared situation. Such visualization, it has 
been found, can produce considerable discomfort and SNS arousal 
(Lang, 1969). Second, the client must generate PNS arousal to inhibit 
the SNS. To do this, Wolpe used deep muscle relaxation (DMR)—4 
Procedure in which the client is taught to relax all the major voluntary 
muscle groups (e.g., arms, legs, facial muscles). DMR is learned ina few 
hours and can produce substantial reductions in SNS activity (Paul, 
1969). 

The third element concerns the combination of the first two. The 
phobic individual becomes very upset in response to the feared stimulus 
(even in imagination). Initially, DMR is not powerful enough to over- 
come this strong reaction. However, there are usually certain aspects of 
the feared stimulus which make it more or less fear-provoking. For 
example, the amount of fear typically decreases as the stimulus is 
removed in space or time. A dog phobic might be terrified of being right 
next to a dog, moderately afraid if the dog were twenty feet away, and 
minimally afraid if it were across the street. Wolpe thus had clients 
imagine the feared stimuli in a hierarchical order, from low fear to high 
fear. At each stage, DMR is powerful enough to inhibit the fear. As feat 
is counterconditioned at one level, stimuli at higher levels become less 
fear-provoking and easier to inhibit. 

The first step in desensitization is to devel 
stimuli. This is usually done by both therapist 
carefully tailored to the client’s specific fear pa 
twenty items, each slightly more fear-provo 
Representative hierarchies are presented in 


op the hierarchy of feared 
and client. The hierarchy: 
ttern, consists of fifteen tO 
King than the one before. 
Table 7.2. DMR training 
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Table 7.2. Representative Hierarchies for Systematic Desensitization 


Fear of Heights 
Standing on the first rung of a ladder. 
Standing on the third rung of a ladder. 
Standing on the fifth rung of a ladder. 
Standing on the top rung of a six-foot ladder. 
Looking out of a third-floor window. 
Looking out of a sixth-floor window. 
Looking out of a tenth-floor window. 
Standing on a balcony on the third floor. 
Standing on a balcony on the sixth floor. 
Standing on a balcony on the tenth floor. 
- Standing on the roof of a six-story building. 
Standing on the roof of a ten-story building. 


SeVeAeoe fewer 


RP= 


Fear of Flying 
Driving past an airport. 
Driving into the parking lot of an airport. 
Walking into an airline terminal. 
Walking to the gate for a flight. 
Walking up the ramp to an airplane. 
Entering an airplane. 
Buckling the seat belt in an airplane. 
Hearing the airplane’s engines start. 
Feeling the airplane begin to move. 
Feeling the airplane take off. 
- Feeling the landing gear thump. 
» Coming in for a landing. . 
- Seeing the ground “rush up” as the air 


CMAN SS a PS 


wn 


plane touches down. 


typically requires two to three sessions. Training involves alternately 
tensing and relaxing each of the muscle groups; the client thus becomes 
More sensitive to feelings of tension and capable of relaxing specific 
Muscle groups at will. Training takes place in a darkened room with the 
client in a reclining position. The client is usually asked to practice 

relaxation at home between sessions until he or she can relax completel 
at will. z á 

Once these two activities are completed, desensitization begins. Th 
client sits in a recliner chair, closes his or her eyes, and is asked to : e 
The first item (least fear-provoking) on the hierarchy is then pre aes 
in sufficient detail so. that the client can actually imagine b presented 
Situation. The client imagines the situation for about we os 
irty 
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seconds and then focuses solely on relaxation. If any anxiety is experi- 
enced prior to that point, the client immediately stops imagining the 
situation and concentrates on becoming relaxed again. In either case, 
the item is presented again about sixty seconds later. This sequencing 
continues until the client can repeatedly imagine the situation with no 
anxiety. The next item is then presented in the same manner. Treatment 
continues until the highest item in the hierarchy can be imagined with no 
distress. In some cases, additional items are added to the hierarchy if the 
anxiety remains at any one point. If there are several fears, different 
hierarchies can be employed sequentially. Three to four items can often 
be completed in each weekly one-hour session; thus, treatment typically 
requires six to eight weeks. 

Desensitization is one of the most carefully examined therapeutic 
techniques of any theoretical orientation. At this time, it is considered 
consistently effective. Since 1958 hundreds of studies have documented 
its effectiveness in eliminating fears (e.g., Lang & Lazovik, 1963; Lang, 
Lazovik, & Reynolds, 1965; Paul, 1966). However, despite this over- 
whelming evidence, there is controversy over exactly how it must be 
applied and how and why it works. Each component of the technique 
(e-8., DMR, hierarchies) has been shown to be important, yet variations 
of desensitization excluding the components have also been effective (cf. 
Bellack & Hersen, 1977a, Chapter 3). Despite Wolpe’s contention that 
the technique must be practiced as he specified, apparently it can be 
considerably modified and still be effective. 

More importantly, Wolpe’s conceptions of fear and fear reduction 
have been shown to be simplistic. The three modalities of the fear 
hs ra (subjective distress, physiological arousal, and avoidance be- 
aon ioe le bo independent of one another (Bellack & 
sonics a de daa 9). Thus, fear may be experienced in only one 
desensitization) ma: ‘ee Eorp ie eae eae road pues id 
PNS interact ina A eea effect on the others. Finally, the SNS an j 
inhibition model would Kuge oe tee ge pea paa pre 
part of the fear response ene being ae ae at 
siiil eine comico A might not be inhibited by DMR. Research 1S 
ultimate explanation hi resolve these issues. But regardless of the 
therapeutic Hols > €ensitization remains one of our most effective 


Modeling. Albert Bandura has been 


one of the j i in psy- 
chology for the past 20 years. His resea sie soak = 


rch on observational learning has 
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had a profound influence on the field, including the treatment of fears. 
In general, observational learning, or modeling, entails learning by 
observing the behavior of others, in contrast to the direct experience 
involved in conditioning. For example, children learn to speak by 
listening to their parents. Modeling is used in eliminating fears by 
having a fearful person observe a nonfearful one safely perform the 
feared activity. There are three aspects of this process which work to 
reduce the observer’s fear and fearful behavior (Bandura & Barab, 
1973): (1) The person receives accurate information about the feared 
situation (e.g., it is not really dangerous or harmful, (2) The individual 
tends to feel foolish about being unable to do what somewhat else has 
just done with little difficulty and no harm; thus, there is an increased 
incentive to approach or interact with the feared stimulus. (3) Most 
important is vicarious extinction, a process analogous to extinction by 
direct trial and error; this occurs when the individual observes that no 
harm comes to the person performing the feared response. 

The first demonstration of these effects was a study by Bandura, 
Grusec, and Menlove (1967). Children who were afraid of dogs were 
exposed to one of four conditions: (1) One group attended a party and 
Observed a fearless peer play with a dog. (2) A second group observed a 
fearless peer play with a dog ina neutral environment (i.e., no party). 
(3) A third group was exposed to the dog in the party context of condition 
l, but without a fearless model (i.e. the dog was simply placed in the 
Toom). (4) A control group attended a party, but no dog or model was 
involved, Children in both modeling groups were significantly less fearful 
of dogs after treatment, while exposure alone had little effect. Modeling 
without the party was just as effective as modeling with the party. These 
results have been replicated many times with such diverse probleme as 
fear of water (Lewis, 1974), social anxiety and withdrawal (O’Connor, 
1969), and fear of impending surgery (Melamed & Siegel, 1975). It has 
also been shown that filmed modeling displays (i.e., movies of fearless 
models) can be highly effective (Bandura & Menlove, 1968; Melamed & 
Siegel, 1975). _ 

With adult clients, the usual form of modeling is called participant 
modeling or contact desensitization. Rather than simply observing a 
Model in action, the client “shadows” the model (usually the therapist), 
Performing the modeled activities immediately after the model demon- 
Strates the response. In addition, the therapist-model often guides the 
Client through the response. For example, in treating a height phobic, 
the therapist may slowly climb a ladder, helping the client up behind. 
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The therapist may then follow the client up the ladder, holding hands or 
otherwise maintaining physical contact. Eventually the client would 
climb up unaided. They may then walk out onto a series of balconies on 
a tall building: first floor, then third floor, then tenth floor, and so on. In 
each case, the therapist proceeds first, followed by the client, with 
therapist support gradually fading out (slowly eliminated). Numerous 
studies have shown this procedure to be highly effective (Bandura, 


Blanchard, & Ritter, 1969; Bandura, Jeffery, & Gajdos, 1975; Blanchard, 
1970). 


Exposure Treatments. Fears persist, we have noted, because people fail 
to reexpose themselves to the feared stimulus and allow extinction to 
occur. Thus, it is logical that exposure would be critical to treatment. 
Systematic desensitization arranges for exposure in imagination; contact 
desensitization combines exposure with modeling displays and physical 
Support. Several strategies have been developed in which in vivo ex- 
posure is used alone. 

Sherman (1972) studied a procedure called in vivo desensitization. 
The subjects were aquaphobic (afraid of water) college students who 
were required to pass a swimming test. The procedure involved twenty- 
six water-related activities, such as sitting at the edge of a pool, standing 
in knee-deep water, hanging onto the side of the pool in chest-deep 
water, and so on. The activities were ordered in a hierarchy, and subjects 
proceeded from one to another at their own pace. Subjects who under- 


Ss this Procedure improved more than those who received standard 
y tematic desensitization with the same twenty-six items presented in 
an Imagined hierarchy, 


eae Procedure, called shaping or in vivo exposure, was ex- 
Leitenber eves of studies at the University of Vermont (Agras, 
isin A ar'ow, 1968; Barlow, Agras, Leitenberg, & Wincze, 1970; 
clients sve dliceaeh Allen, Butz, & Edwards, 1975). In this procedure, 
to phobic eur, = expose themselves gradually and systematically 
client might be of Increasing intensity. For example, a claustrophobic 
small room Sonne to spend as much time as he or she could in a 
The therapist » to go back in and try to stay slightly longer, and so on. 
fe or may not accompany the client during exposure, 


but ample social rej 
s reinforcement 3 
possible, specific fed and encouragement are given. When 


7 ack ab i “« : 
in the room for six mi out progress is added (e.g., “You remained 


; inutes that time, compared to only two minutes 
yesterday. That’s great; you're really doing well”) i 
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A third form of exposure treatment is flooding. In contrast to the 
graduated procedures described above, flooding involves prolonged 
exposure to the most feared stimuli right from the beginning of treatment. 
A claustrophobic might be requested to stay in a small room for two 
hours or until all anxiety dissipated. Several studies have found this 
Procedure to be more effective than systematic desensitization (e.g., 
Boulougouris, Marks, & Marset, 1971). As might be imagined, this 
treatment is often quite distressing and is not frequently employed. 
However, it can be valuable for highly phobic clients who fail to respond 
to other, milder procedures. Of course, the procedure is explained to the 
client in detail in advance, and the client is free to withdraw at any time. 

Flooding and a related technique called response prevention provide 
the most promising approach for treatment of obsessive-compulsive 
disorder (cf. Turner, Hersen, Bellack, & Wells, 1979). Severe obsessive- 
compulsives often require psychiatric hospitalization, since their lives 
are totally dominated by their repetitive thoughts and rituals. Treatment 
Consists of exposing the client to the stimulus which precipitates the 
Obsessive thought pattern (e.g. dirt) and then preventing the compulsive 
ritual (e.g., hand washing). This sequence lasts for several hours per day, 
and the ritual is prohibited throughout the hospital stay. While this 
treatment is also distressing to the client, it is less aversive and disruptive 
than the endless ritualizing or such alternative (and less effective) treat- 
ments as electronconvulsive therapy (ECT). 


General Considerations. How can there be so many treatments, based 
on different premises, all of which are effective? Several points should be 
Considered here. First, just as there are “many ways to skin a cat,” there 
may also be more than one way to treat any disorder. The procedures 
described above are all based on the same principle (extinction) and are 
Only slightly different ways of getting to the same point. Second, all 
Clients are quite different, even if they report the same basic disorder. 
Different clients prefer different types of treatment and almost certainly 
require them. Therapists also vary in their preferences and skills with 
different techniques. Thus, it is not only reasonable but also desirable to 


ave several effective alternatives. 


Social Skills Training 


Human beings are social organisms, spending much of their lives inter- 
acting with others. Thus, their interactions have a tremendous influence 
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on the quality of their lives. While satisfactory relationships sae) 
lead to good adjustment, poor ones often provoke anxiety, ne pe 
and psychological disturbance (cf. Bellack & Hersen, 1978). es 
some people have many good relationships while others cannot esta : 
even one? Behavior therapists view social behavior as based on a set a 
specific social skills: learned abilities to make certain responses, avoi 

others, and accurately perceive the needs and desires of other persons. 
Those people who perform poorly in interpersonal situations are then 
viewed as having social skill deficits. . 

The behaviors that comprise social skills vary with the type of skill 
and the situation involved. By “type of skill” we mean the general purpose 
or context of the interaction, such as standing up for one’s rights 
(assertion), meeting a prospective date (heterosocial skill), or talking 
with a stranger (conversational skill). While it is obvious that behavior 
varies in these different contexts, behavior also varies in different situ- 
ations within contexts—and this is often unclear. For example, Eisler, 
Hersen, Miller, and Blanchard (1975) show that assertiveness toward 
women is quite different from assertiveness toward men; with familiar 
people and strangers, there are still other variations. 

Each type of skill consists of several ver 
components, such as maintainin 
times, matching the volume an 
and requesting new behavior (r 
able situation). Another impo 
skills, such as accurately perc 
sponses correctly (e.g., 


bal and nonverbal response 
& eye contact, smiling at appropriate 
d tone of voice to the speech content, 
ather than complying with an unreason- 
rtant group are the “social perception 
eiving the emotions of others, timing Ja 
not leaving in the middle of someone else’s 
Sentence), and the ability to pick up unspoken messages (e.g., a look of 
boredom). Any and all of these elements can be incorporated in training, 
depending on the specific pattern of deficits. : 
The first task in social skills training is to develop a list of situations 
in which the client experiences difficulty. For example, “You are trying 
to study when your roommate suddenly turns on the stereo loud.” These 


situations are then arranged in order of increasing difficulty, analogous 
to a hierarchy in syste 


matic desensitization. The actual training, which 
focuses on these Situations, consists of five components: instructions, 
role playing, feedback, modeling, and practice (Bellack & Hersen, 1978)- 
Instructions entail describing an appropriate response and how it should 
be made. The client js taught to focus on the deficient verbal and 
nonverbal elements. Depending on the client’s capabilities, these ele- 
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ments may be taught one at a time (as with chronic schizophrenics) or 
several simultaneously (as with most adult outpatients). A typical in- 
struction is, “It is important to look at the other person when you speak, 
but not to stare. Try to look at my face for a moment, then look at my 
head, then my face, then over my shoulder.” 

Instructions alone may sometimes be sufficient to modify simple 
behaviors (e.g., eye contact) in well-functioning clients. However, most 
clients require the more extensive training and rehearsal provided by the 
following four procedures. Role playing consists of enacting a targeted 
Situation as if it were actually occurring. The therapist portrays the 
Partner and the client rehearses the response, just as if he or she were 
learning a motor skill (e.g., tennis). Afterward the therapist provides 
feedback—an appraisal of the performance. This includes positive rein- 
forcement for improvement or satisfactory aspects of the response, as 
well as any corrective information needed. Such feedback is highly 
Specific, so that it can be used by the client to alter subsequent attempts. 
An example might be: “That was pretty good. You maintained good eye 
Contact and spoke clearly. However, your volume was a little low. Try to 
raise your voice a little this time, especially when you say, ‘No! ” The 
situation would then be role-played again. 

In some cases, instructions, feedback, and role playing are suf- 
ficient. Often, however, the client cannot master a response without 
Observing a correct performance. In this case, the therapist models the 
response, This process is essentially role playing in reverse, with the 
therapist enacting what the client should do. The client then tries again. 
This sequence (instructions, role play, feedback, modeling) is repeated 
for each behavior and each situation until all are mastered. At the end of 
each session, the client is given specific homework assignments in which 
New skills are practiced. Practice is just as important for social skills as 
for motor skills. An assignment for someone who had difficulty meeting 
People might be: “Each day this week, make at least one comment to 
Someone sitting next to you in a class.” 

The basic strategy described above has been used successfully with 
Many different populations. For example, Curran and Gilbert (1975) 
have reduced social isolation and shyness in male college students. 
Passive and withdrawn psychiatric patients have been taught to be 
assertive and stand up for their rights (Bellack, Hersen, & Turner, 1976). 
Assertiveness training has also been used successfully to reduce outbursts 
Of rage and violence in psychiatric patients (Foy, Eisler, & Pinkston, 
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1975). Finally, social skills training helps to increase the frequency and 
quality of social interactions of withdrawn elementary school children 
(Bornstein, Bellack, & Hersen, 1977). 

In some cases, social skill deficits are the primary or sole form of 
distress. In many others, such deficits are either secondary to or associ- 
ated with other problems. For example, depression has been viewed as 
resulting, at least in part, from an inability to interact effectively with 
others and gain social reinforcement (cf. Wells, Hersen, Bellack, & 
Himmelhoch, 1977). Thus, social skills training has become part of the 
treatment for such diverse dysfunctions as alcoholism, obesity, sexual 
deviation, marital conflict, depression, and agoraphobia. 


Cognitive Behavior Therapy 


Cognition has had an uneasy place in the history of behavior therapy. 
Initially, hypothesizing about Cognitive activity was presumed to be 
needless and fruitless. Not only could behavior be changed without any 
reference to cognition, it was thought, but concern for cognitive activity 
was viewed as a backward step, interfering with the advance of science 
and behavioral technology. However, while it can be argued that operant 
conditioning can be applied without attention to cognition, most be- 
havioral interventions do not work this way. Systematic desensitization 
requires the imagining of hierarchy items, self-appraisal of anxiety and 
relaxation, and active cooperation—all based on cognition. Observa- 
tional learning works by Cognitive representation of external events (the 
modeling display) (Bandura, 1977). In general, any voluntary therapeutic 
intervention relies, to some extent, on the perceptions, beliefs, and 
desires of the client—all Cognitive processes. 

For these reasons, Cognitive activity has recently received increasing 
sau from behavior therapists. Not only has the role of cognition 
vee oe but various new therapeutic strategies focus on cogni- 
een ee is used to change motor or physiological responses. 
ee oe therapists Consider cognitive activity as a response, 
NE a and physiological activity. As such, cognitive responses, 

artul thoughts, are presumed to follow the same rules and 


operations as other types of res ifi 
1 onses. T nd 
feelings can be precipitated by sain wian, aaa san I dimai 


Z certain stimuli, and can be altered by 
e re $ 
reward or punishment. In addition, certain forms of thinking, such as 
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problem solving, can be seen as learned skills; their absence would 
therefore be skill deficits. 


Self-control. At first glance, the term self-control seems antithetical to 
behavior therapy. Kanfer (1976), however, has developed a model in 
which self-control is viewed as a series of specific responses rather than 
as a vague construct. The first response in the series is self-monitoring 
(SM), the observation of one’s own behavior. The next response is self- 
evaluation (SE), in which the quality of the response is compared to 
some criterion. For example, the student can monitor studying: How 
long and how effectively did he or she study? The results of this observa- 
tion are then compared with plans for studying, the amount of studying 
other students have done, the difficulty of the material, and so on. The 
third stage of self-control is se/f-reinforcement (SR)—reward or punish- 
ment. The student (above) could self-reward effective studying by watch- 
Ing television, going to a party, Or getting something to eat. Poor 
Studying could be punished by self-criticism or further studying. Each of 
the self-control responses (SM, SE, and SR) are presumed to operate 
Just like the parallel external events (i.e., SR works in the same manner 
as reinforcement from others). ; 
Self-control procedures have been used to treat a variety of dys- 
functions, including hallucinations, depression, alcoholism, cigarette 
Smoking, and obesity. The treatment of obesity is typical of this ap- 
Proach, Bellack, Glanz, and Simon (1976) gave a two-part treatment to 
Obese clients. First, the clients were given ways to alter their eating 
ehavior so as to lose weight (e.g., avoid high-calorie foods, no eating 
after 9 p.m.). Second, self-control procedures were used to help the 
clients follow the instructions. Clients kept a diary in which they wrote 
down everything they ate (SM). The diary entries were evaluated in 
regard to daily eating goals, such as number of calories consumed (SE). 
Clients then self-reinforced in response to the SE. A letter grade was 
first written next to the diary entry. If the grade was A or B, clients 
'Magined a highly pleasant, diet-relevant situation, such as buying a 
garment in a smaller size. If the grade was D or F, they imagined an 
aversive situation, such as bursting a seam when bending over. Indi- 
Viduals who received this treatment lost significantly more weight than 


Others who received instructions alone. 


Self-verbalization Techniques. Cognitive behavior therapists have hy- 
Pothesized that some behavior disturbances result either because people 
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say the wrong things to themselves or fail to say appropriate co ae 
Meichenbaum, 1972; Rush & Beck. 1978). For example, consi feud 
college student who is anxious in social situations. When AN 
party, he or she might begin thinking (i.e., self-verbalizing) suc Da 
as, “I’m not very attractive” or “I don’t know what to say to a a 
“Tm not a very good dancer.” The party serves as a conditioned sti nn 
for these self-statements, and they, in turn, are conditioned a 
Producing responses. Exposure techniques or systematic =i no this 
may not alter these cognitions and thus may be IEM ECHVE e 
person. Another strategy is to focus directly on the nsec r 
the person to stop making the inappropriate self-statements while po a 
taneously building in appropriate statements (e.g., “This looks ae 
great party” or “I wonder if there’s anyone here I would like ~ x Ea 
This treatment strategy, known as cognitive restructuring, Ba 
variant of Rational Emotive Therapy (Ellis, 1958). It can be give 


: : ination of 
individual or group sessions and typically involves some combinat 
the following element 


disturbance based on 
izations are at the roo 
the experience and id 
izations produced. Tr: 
(3) The client is ta 
izations which are i 
rehearses the new p 
vivo between sessions Thi 
tematized or empiri 
cedures we have dis 
highly effective in 
Gilmore, & Fedora 

Cognitive rest 
and Beck and his 


vicius, 1971; Wein, Nelson, & Odom, 1975). 

Tucturing has been applied in the treatment of fears. 
Colleagues (cf. Rush & Beck, 1978) have developed a 
related procedure for depression. It is based ona model which consider 
depression to be a cognitive disorder. The symptoms of depression, suc 
as sadness, crying, sleep, and eating disturbances, are presumed to resul 
from three faulty thinking patterns: the cognitive triad. First, 
persons have a negative self-concept, seeing themselves as 
inadequate, and so on. Second, they view the world (e.g., ot 
as making unreasonable demands or presenting INSUrMoun 
cles. Third, they see the future as being negative or bleak, 
out of current difficulties and no solutions for present pr 


depressed 
unworthy, 
her people) 
table obsta- 
with no way 
Oblems. As a 
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result of these three thinking patterns, depressed persons distort experi- 
ence, being unable to accurately perceive their own abilities or to 
discriminate real from irrational obstacles. Positive achievements or 
experiences are denied or explained away. 

_ Cognitive therapy attempts to alter these faulty thinking styles. The 
Client is first taught to identify these irrational beliefs and understand 
their role. The therapist then begins to explore the client’s experience, 
challenging irrational evaluations and faulty reasoning. The client is 
given regular homework assignments and required to monitor accom- 
plishments and mood levels. Achievements can thus be pointed out, and 
the client can be taught to make realistic analyses of his or her experi- 
ence: i.e., what really was the situation and what did the client really do. 
Achievements and changes in mood state are considered in regard to 
increased hope for the future: €.g., “You really can change.” In general, 
the therapist attempts to use logic and evidence from the client’s own life 
and experience to dissuade negative thinking. Simultaneously, the client 
is taught to think more objectively and positively. Cognitive therapy for 
depression is a relatively new technique which has not yet been thoroughly 
investigated. However, in one study it was found to be more effective 
than antidepressant medication in alleviating depression (Rush, Beck, 


Kovacs, & Hollon, 1977). 


Token Economy 


far are designed primarily for outpatients 
(mostly adults) who are not severely dysfunctional. Such individuals 
Usually come to treatment voluntarily and can help formulate and 
Comply with the treatment plan. Severely dysfunctional patients, such as 
Chronic schizophrenics, the grossly mentally retarded, and some children 
Present a very different picture. Their needs are much more substantial, 
and they have fewer skills to employ. pe ie is usually requested by 
another person (€-8-» the institutional staff, teachers); therefore, even 
When treatment is in the client s best interest, cooperation cannot always 
be expected. With such individuals, the therapist must play a dominant 
Tole in planning treatment. Operant conditioning techniques, such as the 
token economy, Were developed primarily for such difficult populations. 
The token economy like systematic desensitization, is one of the hall- 
marks of behavior modification: It is also one of the clearest repre- 
Sentatives of the pehavioral model—a systematic, objective system which 


All the techniques discussed SO 
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uses learning princi 
haviors. 


The modern token econ 


ples (operant conditioning) to modify discrete be- 


omy was developed by Ayllon and | 
(1965) at Anna State Hospital in Illinois. Like most state hospitals an 

institutions for the mentally retarded, Anna State was more of a ware- 
house than a treatment facility. Patients spent most of their time sleep- 
ing, pacing, or watching television. Little socializing, creative activity, T 
treatment was conducted. This type of nonstimulating and nondeman 

ing environment produces a new disorder, hospitalization syndrome, 
which often creates permanent vegetating inpatients. The token omen 
was developed to counter this pattern by motivating patients to becom 

active, sociable, and functional. cla 

The token economy uses the principles of operant conditioning. $ 
behavior followed by a positive consequence tends to occur more o 
while a behavior followed by no consequence or a negative canseguen 
tends to occur less often. Basically, token economies are miniatur 
economic systems in which individuals are paid (reinforced) for mera 
appropriate responses (e.g., working, socializing), and in which eta 
commodities (e.g., television, special meals) must be purchased. haie 
the necessary currency (tokens), the desired goods and services canno 
be purchased. This system is the opposite of the typical hospital environ- 
ment, in which reinforcers are provided noncontingently (i.e., free) or for 
maladaptive behavior (e.g., the troublesome patient gets attention). 

All token programs have four common characteristics. 

l. Pinpointing target behaviors. All behaviors covered by the sys- 
tem must first be carefully defined so that reinforcement can be gon” 
sistent. Targets can range from brushing teeth to serving as a librarian; 
they may be limited to one or two behaviors or govern all aspects of daily 
life. Table 7.3 presents some of the work and self-care behaviors included 
in the Anna State system (Ayllon & Azrin, 1968), 

2. Tokens. Tokens function in the econo 
ciety: as a medium of exchange and a repres 
reinforcers (goods and services). Tokens are 
sponse is performed and then traded in for the 
on. Tokens can be poker chips, metal rings, 
holes punched in a ticket, or any other conve 
delay between behavior and primary reward. They have the major 
advantage of permitting immediate reinforcement without disrupting 


activity by giving the patient the back-up reinforcer on the spot. This 


my as money does in $07 
entative of more primary 
given when a target re- 
desired commodity later 
check marks in a book, 
nient means to bridge the 
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delay also allows a wider variety of reinforcers to be employed (e.g., 
activities that occur only at specified times). 

3. Back-up reinforcers. These are the goods and services for which 
tokens are exchanged. If the system is to work, there must be a wide 
enough variety of desired back-up reinforcers to motivate behavior over 
an extended period of time. A heavy emphasis is typically placed on 
Premack reinforcers: desired activities such as television time, movies, 
and free time. Table 7.4 contains a list of back-up reinforcers employed 
in the Anna State program. Some of the reinforcers, such as attendance 
at religious services, can no longer be used. Several recent court deci- 
sions have affirmed the inalienable rights of hospital patients, guaran- 
teeing them free access to many things that were previously provided 
Only on a contingent (i.e., earned) basis (cf. Bellack & Hersen, 1977a, 
Chapter 8). These have reduced the options available for many institu- 
tions which lack the resources to provide special reinforcers. 

4. Exchange rate. The exchange rate specifies the number of tokens 
Provided for each target behavior or job and the cost of each back-up 
reinforcer, As in real world economies, there is a delicate balance 
between wages and the cost of goods and services. If back-up reinforcers 
are too cheap, tokens can be earned easily and performance will fall off. 
If back-ups are too expensive, performance will also drop off, since too 
much effort will be required. Tables 7.3 and 7.4 contain exchange rates 
for listed jobs and reinforcers. Exchange rates can be set for the entire 
Patient group or varied for each patient. For example, a high-level 
Patient might not need tokens for teeth brushing, while a low-level 
Patient might need them simply to hold the brush while an attendant 
does the actual brushing. In large programs, patients are typically 
8rouped by level of functioning. Each level has its own set of target 
behaviors, back-up reinforcers, and exchange rates. As patients im- 
Prove, they are promoted to higher levels, where both privileges and 
responsibilities are greater (¢-8- they can buy passes to go home for 
Weekends, but do not earn tokens for combing their hair). 

The discussion thus far has focused on comprehensive programs for 
institutionalized persons- The same principles have also been applied, in 
a more limited way, to elementary school classrooms and individual 
children at home. Ayllon and Roberts (1974) employed a token system 
to reduce disruptive behavior and increase appropriate behavior in a 
fifth grade classroom ee were earned for good performance on 
daily reading tests (the children were deficient in reading skills). The 


240 INTRODUCTION TO CLINICAL PSYCHOLOGY 


Table 7.3. 
Economy 


i en 
Job Descriptions and Token Rates from the Anna State Hospital Tok 


Number ToK TS 

Types of jobs of jobs Duration pe 
Secretarial assistant x 3 
1. Tooth Brushing 1 30 min 

Assists with oral hygiene. Writes names of 

patients brushing teeth. 3 
2. Exercises 2 30 min 

Assists recreational assistant with exercises. 

Writes names of patients participating in 

exercises, 5 
3. Commissary 3 30 min 

Assists sales clerk assistant. Writes names of 

patients at commissary, records number of 

tokens patient spent. Totals all tokens spent. 
Assistant janitor 2 i 
1. Supplies 1 10 min 

Places ward supplies in supply cabinets and 

drawers, 
2. Trash 3 5 min 2 

Carries empty soft drink bottles to storage 

area, empties waste paper baskets throughout 

the ward and carries paper to container ad- 

jacent to building. Carries mops used during 

the day outside to dry. 
3. Porch 2 10 min 2 

Sweeps and washes walk adjacent to building. 

Washes garbage cans with soap and water. 
4. Washroom Janitor 1 20 min 3 

Obtains necessary cleaning supplies and imple- 

ments from utility room. Cleans four wash 

basins and four toilet bowls with cleanser and 

brush. Returns cleaning supplies and imple- 

ments to utility room, 
Grooming assistant 
1. Clothing Care 1 15 min 3 

Patient sets up ironing board and iron. Irons 

clothing that belongs to patients other than 

self. Folds clothing neatly. Returns ironed 

clothing, iron, and ironing board to nurses’ 

station. 
2. Personal Hygiene , 3 60 min 3 

Patient takes basket with grooming aids, 


gargle, paper cups, lipstick, comb, hairbrush, 
and powder into patients washroom. Patient 


Table 7.3. (Continued) 
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Number Tokens 

Types of job: of jobs Duration paid 

pes of jobs 

Stays with grooming basket and assists any 

who need help with their grooming ae te 

each meal. Returns grooming basket after the 

meal has ended. j öin r 
3. Oral Hygiene 

Assembles toothpaste, toothbrushes, pge 

solution, and paper cups. Pours pme me 

cups and dispenses toothpaste or gargle 

all patients. 
Special services ; 20 min Š 
l. Errands 

Leaves the ward on official errands ae 

Out the hospital grounds, delivering peace a 

and picking up supplies and records perta 

to the ward. i tS taii 0 
2. Tour Guide 

‘ d 

Gives visitors a 15-min tour of ne Ri 

explaining about the activities eae ag 

System. Answers visitors’ questions a 

ee 1 10 min 10 


Nursing Assistant i _ 

Assists staff with the preparation of pa one 

to be seen by the medical doctor. A ake 

with the control of undesired inter 
between patients. 

Self-care activities 

» Grooming . ies, bra, 
Combs hair, wears dress, slip, N 
stockings and shoes (three times 

2. Bathin , i 
Takes bath at time designated for bath. 
(once weekly) 

3. Tooth Brushing , 
Brushes teeth or gargles at ps 
for tooth brushing. (once daily 

4. Exercises , ihe 
Participates in exercises earns by 
exercise assistant. (twice daily 

5. Bed kin, 

baleen bed and cleans area around and 

under bed. 


e designated 


5 ible A-6. 
Adapted from: Ayllon & Azrin (1968), Tal 
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Table 7.4. List of Reinforcers Available for Tokens 


I. Privacy 
Selection of room 1 
Selection of room 2 
Selection of room 3 
Selection of room 4 
Selection of room 5 
Personal chair 
Choice of eating group 
Screen (room divider) 
Choice of bedspreads 
Coat rack 
Personal cabinet 


Il. Leave from the ward 
20-min. walk on hospital grounds (with escort) 
30 min. grounds pass (3 tokens for each additional 30 min.) 
Trip to town (with escort) 

III. Social interaction with staff 


Private audience with chaplain, nurse 


Private audience with ward staff, ward physician (for additional 


time—I token per min.) 
Private audience with ward psychologist 
Private audience with social worker 

IV. Devotional opportunities 
Extra religious services on ward 
Extra religious services off ward 

V. Recreational opportunities 
Movie on ward 
Opportunity to listen to a live band 
Exclusive use of radio 
Television (choice of program) 

VI. Commissary items 
Consumable 
and sandwich 
Toilet articles such as KI 


eenex, toothpaste, comb, lipstick, and 
talcum powder 


Clothing and accessorie 
slippers, handbag, and skirt 
Reading and writing materials 
card, newspaper, and magazine 
Miscellaneous items such as ashtray, 


throw rug, potted plant, 
picture holder, and stuffed animal 


items such as candy, milk, cigarettes, coffee, 


s such as gloves, head scarf, house 


such as stationery, pen, greeting 


No. of 
tokens daily 


Sime ees SI EE] 


Tokens 


2 
10 
100 


5 min. free 


5 min. free 
20 
100 


Woe ee i 


From: Ayllon & Azrin (1968), Table A-1. 
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n reinforcers and exchange rates are presented in Table 7.5. In 
{è st to many token programs which rely on material reinforcers 
“aare A toys, cigarettes), this program used activities which were 
mats the classroom (i.e., they were present and had been given out 
enna ingently before). The effectiveness of the system was demon- 
Sree a single subject research design. Reading accuracy was 
ho. rom 40 to 85 percent, and disruptive behavior decreased from 
on ent of the time to 5 percent. Similar programs have been widely 
The n educational settings, especially in special education classrooms. 
ey 4 = especially valuable in the classroom, since they allow the 
apea ly) overworked teacher to easily control and reinforce the be- 

vior of the entire class, increasing the time available for education. 
a a economies have been able to produce dramatic effects, and 
& rte them to be a “treatment of choice” (Kazdin, 1977; Paul 
hake Z, 1977). However, they also have been widely criticized by both 
ae orists and others. First, there is little comparative research indi- 

ing that token economies are better than other systematic treatment 
Programs (in institutions) (cf. Paul & Lentz, 1977); they have generally 


T x ‘ P 
able 7.5. Points Earning Criteria for Fifth-Grade Reading Class 


1. 80% correct on workbook assignments = 2 points 


2. 100% correct on workbook assignments = 5 points 
Back-up Reinforcers 

i Aa ; Daily 
2 Sas to game room (per 15 minutes) 2 points 
3. Bu Ta recess time (10 minutes) 2 points 
4 ie a ditto master 2 points 
5 Rae ditto copies run off (per copy) 1 point 
6. aca, grades in teacher's book 5 points 
7 — detention (per 10 minutes) 10 points 
8. an cafeteria table 15 points 
9, Beco the lowest test grade removed 20 points 
ome an assistant teacher Auction 

Weekly 
5 ai a movie 6 points 
3, TA a good work letter sent to parents 15 points 
4. ones the classroom helper for one week Auction 
= oe the ball captain for one week Auction 
e weeks) Auction 


- Do bulletin board (will remain up for thre 


From: 
om: Ayllon & Roberts (1974), Table 1. 
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been compared to “no treatment” conditions (Bellack & Hersen, 1977a, 
Chapter 8). Second, it has been argued that token systems can alter 
unimportant behaviors that suit institutional needs but not clinically 
meaningful behaviors. For example, such targeted behaviors as cleaning 
hospital grounds and prohibiting children from talking in school hall- 
ways help the institution but may have little value for the individual. 
Third, token programs have been accused of violating individual rights 
by withholding privileges and materials that are guaranteed by society. 
This is of special concern in prisons and psychiatric hospitals, where 
residents are not free to participate in program development. Fourth, 
there is no consistent evidence that the effects of token programs gener- 
alize to new environments. That is, once the person leaves the token 
economy, the new behaviors may or may not persist. Thus, the status of 
token programs is up in the air. Future research must determine their 
full and comparative range of effectiveness. Much discussion and thought 
are needed to resolve the ethical and legal questions about what be- 
haviors can be targeted and what reinforcers can be employed. 


Operant Conditioning 


Apart from token economies, operant conditioning has been widely 
used with individuals. In this section, we will highlight some of the 
Strategies used with children and/or adults. 


Positive Reinforcement. Positive reinforcement (PR) is one of the most 
popular behavioral strategies. Not only is it effective in a wide range of 
siinaions; but it is socially and humanistically desirable (in contrast tO 
Pani inent techniques). Positive reinforcement is used to increase the 
oe certain response, such as speaking to others, doing 
Ea ‘ihe AES to teacher requests. In this strategy, a desirable 
beginning of fee orcer) is given after the target response occurs. At the 
and immediati ee the reinforcer is typically given every time 
Sees, the on y alter the response is made. As the response rate 107 
=a einforcer can be gradually delayed and presented less often. 
teal ame types of reinforcers: material, Premack, and social. 
enerali ‘ orcers, such as food, toys, money, and comic books, are 
ah oe for use with children and adolescents. A classi¢ 
e work of Lovaas and his colleagues in teaching language 
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to nonverbal autistic children (Lovaas, Freitas, Nelson, & Whalen, 
1967). Speech was slowly and systematically shaped by modeling sounds 
and immediately reinforcing the child’s imitation by popping a bit of 
cereal into his mouth. Premack or activity reinforcers have been widely 
used in the classroom and the home. Barrish, Saunders, and Wolf 
(1969) successfully employed various creative activity reinforcers to 
reduce inappropriate behavior in a fourth-grade classroom. Each day, 
children who behaved most appropriately had stars placed next to their 
name on a chart, were able to line up first for lunch, and received thirty 
minutes of free time. o 
Social reinforcement includes all forms of positive interpersonal 
interactions, including expressions of praise and approval, smiles and 
head nods, hugs and pats on the back, and conversations or games with 
Special individuals. Social reinforcement is always included as a part of 
behavioral interventions, even if it is not the primary component. Be- 
cause social reinforcement is a natural part of human interactions, it is 
generally used in lieu of other types of reinforcers whenever possible. 
When other reinforcers are used, an attempt is made to fade them out 
(Le, gradually discontinue their use) and substitute social reinforcers. 
Social reinforcement from adults is especially effective with young 
children, but it has also been employed with adults. Hersen and his 
Colleagues (Hersen, Gullick, Matherne, & Harbert, 1972; Kallman, Her- 
Sen, & O'Toole, 1975) have successfully used social reinforcement in the 
treatment of conversion reaction (e.g., a psychosomatic leg paralysis). In 
ach case, hospital staff members systematically praise and encourage 
the patient's efforts (e.g., leg movements), and favored staff members 
Spend extra time with the patient when the person improves. One case Is 
especially illustrative of the power of social reinforcement. This forty- 
two-year-old man regained full mobility in the hospital and was dis- 
charged. However, not long afterward he was readmitted with full 
Symptom return. Apparently his family failed to respond adequately 
When he behaved appropriately but gave him ample attention and 
affection when he was disabled. Thus, they inadvertently reinforced his 
“sick role” behavior, He subsequently regained mobility in the hospital 
and maintained his gains after the family was taught to reinforce only 
1S appropriate behavior. We are not suggesting that this patient was 
Purposefully faking illness in order to receive social reinforcement. 
ather, the family gradually and inadvertently shaped a real disability 


Y reinforcing nonfunctional behavior. 
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Feedback. There is much controversy over whether reinforcement can 
alter behavior automatically without the person’s awareness and co- 
operation (cf. Bandura, 1974). However, there is less disagreement that 
reinforcement has greater impact when the individual can work actively 
and purposefully for the reinforcer. In some cases, this cannot occur 
because the individual has too little information to control the behavior. 
For example, someone with a tic might not know when it occurs. In 
such cases, feedback about the behavior is useful. Feedback not only 
provides the information necessary for change but also serves as a 
reinforcer by signaling improvement (or a punisher by signaling lack of 
improvement). 

One of the most exciting examples of the therapeutic use of feedback 
is biofeedback. This involves giving the client information about some 
physiological process, such as heart rate, blood pressure, or muscle 
tension. Once this information is received, the client can begin to use it 
to modify the physiological function. In the typical procedure, an electri- 
cal recording apparatus monitors the relevant response system (e.g., the 
heart). The client is then instructed to change the response level (€-8-» 
decrease the heart rate). Feedback is provided by a light, tone, click, oF 
other signal. For example, a clicking noise increases as heart rate speeds 
up and decreases as it slows down. The client can use any means possible 


(e.g., thinking certain thoughts) to alter the click rate, while never 
directly “feeling” heart action. 


Biofeedback has been used s 


f uccessfully to modify a variety of 
disorders 


ders, including tension headaches, hypertension, epilepsy, ulcers, 
and Impotence (cf. Blanchard & Epstein, 1977). In a recent study, 
Epstein and Malone (1978) used feedback of muscle activity to return 
voluntary motor control to two people who had been paralyzed by 
strokes. Further research must be done to determine the full potential 
of biofeedback, but initial results are quite promising. 


Extinction. One basic principle of operant conditioning is that if a 
response is not followed by positive reinforcement it will gradually 
decrease and eventually stop occurring. This phenomenon is called 
extinction. In clinical situations, extinction consists of withholding the 


reinforcer that has maintained a particular behavior. This procedure }§ 
exemplified by a case s 


re ga l tudy reported by Alford, Blanchard, and Buckley 

- the patient was a seventeen-year-old girl who had a ten-yea! 
every meal. Analysis of her behavior indicate 
ined (reinforced) by the attention and concernit 


history of vomiting after 
that vomiting was mainta 
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produced. Hospital treatment consisted of extinction of this socially 
reinforced response. The patient was given six small meals per day, 
during which staff members socialized with her. Whenever she vomited, 
the staff members left and did not return until the next meal. This simple 
Procedure was highly effective; the patient had vomited only once 
during the seven months after her release. 

While effective, extinction is often difficult to use. It works gradually 
and often involves a temporary increase in the frequency of the target 
response, These two factors often rule it out because it is too aversive to 
the person doing the treatment (e.g., a teacher cannot tolerate an 
increase in class disruption). Another strategy is Differential Reinforce- 
ment of Other behavior (DRO). Rather than simply extinguishing a 
response, the DRO procedure includes positive reinforcement of an 
incompatible, socially desirable behavior. The individual is thus given 
another way to produce reinforcement rather than simply being deprived 
of a previous reinforcer. This procedure was employed by Madsen, 
Becker, and Thomas (1968) in treating two highly disruptive boys in a 
Classroom. During the intervention, the boys’ teacher established rules 
to govern behavior, tried to ignore (extinguish) all disruption in addition 
to the rules, and finally praised the boys for appropriate behavior 1n 
addition to rules and ignoring. Only the DRO strategy (praise appro- 
Priate behavior, ignore inappropriate) was effective. This result has 
frequently been replicated. 


Punishment. It might seem odd that a therapist, in helping a client, 
Would use punishment. However, in some cases positive therapeutic 
efforts are ineffective, leaving punishment as the only alternative. Ethical 
guidelines for the use of punishment require that all other measures first 
be ruled out, and that the target behavior be more harmful or aversive 
than the treatment. Such is the case with the treatment of self-injurious 
ehavior (SIB). Some severely disturbed patients inflict great injury on 
hemselves by scratching and gouging, punching their heads, or banging 
eir heads against walls. They are typically kept in restraints in order to 
Prevent SIB; however, restraints also prevent any adaptive behavior. 

he most effective and rapid treatment for SIB is to administer a 
Painful, but harmless, electric shock contingent upon any self-abusive 
Tesponse (Birnbrauer, 1976). For example, Tate and Baroff (1966) used 
electric shock with a nine-year-old autistic boy who had a cranial blood 
Clot and two detached retinas from head banging. Although it had 
Occurred since the age of four, SIB was essentially eliminated after three 
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days of electric shock, during which only a few = were actually 
needed. The procedure seems justified in such a situa ion. EEE 

Other punishment techniques do not produce the e Sipas 
distress of electric shock. In response cost, the person for oo : 
positive reinforcer if the undesired response occurs (cf. Kazdin, f “ea 
common example is a speeding ticket; the person pays a fine : oe 
money for breaking the law. School teachers employ ai hg ae ote 
they require disruptive students to stay after school; the fae ihn 
forfeit play time. Response cost is used most frequently in to A pra 
mies. Specified undesirable behaviors result in fines, for whic a 
are forfeited. To avoid taking away too many earned tokens, respo a 
cost in token systems is usually limited to behaviors which are otherw! 
unmodifiable. 


Another punishment strategy is rime our from positive — 
ment (TO). Whenever the target response occurs, the individua A 
temporarily removed from any source of positive reinforcement. poa 
cally the person is escorted to a special TO area, such as a roo 
containing no reinforcing stimuli. This could be an empty classroom 2 
school, an empty room on a psychiatric ward, or a specially prepare 
room devoid of books, television, or other stimuli. TO does not last 
long; thirty seconds to ten minutes is typical. It is important to differen- 
tiate TO from seclusion. The latter is not a behavioral technique, can 


last for several hours, and can be used either to protect others (as with 
violent patient) or for nonth 


staff members. TO is used 


can be a chair placed in the corner of 
» Guess, Garcia, and Baer (1970) used 
ng behavior to retarded children. TO 
tray for fifteen seconds contingent on 


a room or behind a screen. Barton 


TO to teach appropriate self-feedi 
simply entailed removing the food 
inappropriate behavior. 
The last punishment 
Developed by Foxx and 
ployed with severely dist 


Procedure we will consider is overcorrection. 
Azrin (1972), this technique is primarily em 
urbed or retarded patients. 


The general rationale o 
the environmental effe 
disruptor intensively t 
The method of achiev 


f the Overcorrection procedure is (1) to overcorrect 
cts of an inappropriate act, and (2) to require the 
0 practice overly correct forms of relevant behavior- 
ing the first objective . . . consists of requiring the 
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disruptor to correct the consequences of his misbehavior by having him 
restore the situation to a vastly improved state from that which existed 
before the disruption. For example, an individual who overturned a table 
would be required both to restore the table to its correct position and to 
dust and wax the table. [For the second objective] the disruptor ... would 
also be required to straighten and dust all other tables and furniture in the 
room. This latter requirement teaches the disruptor the correct manner in 
which furniture should be treated (Foxx & Azrin, 1973, p. 2). 


A few comments are required before closing this section. First, the 
Clinical use of punishment should not be confused with its typical use in 
Society. When parents, teachers, or the courts punish, they generally do 
It vindictively or in anger; it then benefits them rather than the person 
being punished, Punishment in treatment is for the patient, and is given 
ina systematic, controlled manner so as to maximize the effect and 
Minimize the discomfort. Second, punishment is terminated as quickly 
as possible. This is usually done by building in verbal control over the 
behavior (e.g., saying *No” before the punishment, makingit unnecessary 
to actually punish). Third, as in DRO procedures, the patient always 


Teceives positive reinforcement for another, desirable behavior; he or 


She is not simply punished. 


Family Therapy 


Basic to the behavioral model is the idea that behavior is strongly affected 
Y the environment. For most people, the most significant part of the 
environment is the family. Family members are frequently responsible 
for maintaining inappropriate behavior and can make it functionally 
'MPossible for the person to change. They can also be of great help in 
developing appropriate behavior and reinforcing the effects of treatment. 
Us, it is not unusual for family members to be enlisted to help in the 
atment process. In some cases, the client is simply told how to secure 
amily assistance. One of the authors (A.S.B.) had a female client who 
Was afraid of heights. She was asked to enlist her husband’s help in an 
in vivo exposure procedure. He escorted her as she systematically ven- 
tured higher and higher in office buildings, giving her encouragement 


tre 
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jects whose spouses attended treatment sessions lost significantly more 
weight than subjects whose spouses did not attend. The treatment of 
sexual dysfunctions (e.g., impotence, orgasmic failure) is also greatly 
aided when the spouse actively participates in treatment (Ascher & 
Clifford, 1976). 

In the above examples, an identified client is the focus of treatment, 
family members participate in order to help that person. In many other 
situations, there is no such identified client. Rather, the target problems 
reside in the family as a unit, and treatment focuses on family interaction. 


We will consider behavioral treatments for two family problems: marital 
conflict and parent-child conflict. 


Marital Conflict. Behavioral conceptions of marital satisfaction (and 
conflict) emphasize two factors: reciprocity and communication (Weiss 
& Birchler, 1978). Reciprocity refers to the exchange of benefits oF 
reinforcers between the spouses. Two people who live together must 
exchange a wide variety of services and interpersonal responses: SeX> 
income, cooking and cleaning, conversation, favors, and others. While 
some things are mutually enjoyed, much of marriage consists of doing 
things for one’s partner which have no immediate benefit for oneself. If 
Teciprocity is at work, giving and receiving balance in the long run. 
Marital happiness depends on the balance of the benefits provided and 
received by each partner. 

Unhappy marriages are characterized by negative balances, the 
partners do not receive sufficient benefits in relation to those they prO- 
vide. As a result, they resort to coercion to secure benefits. For example» 
the wife nags and nags until the husband agrees to take her to dinner, 
and the husband verbally harasses the wife until she agrees to engage in 
sexual activity. Thus, benefits are provided reluctantly to reduce a? 
aversive State, not freely to promote the partner’s satisfaction. This 
coercive pattern typically leads to a breakdown in communication in 
which the spouses fail to identify their partner’s desires or motives and 
interpret most interchanges as negative or aversive. Discussions quickly 
become arguments as the spouses seek to win and inflict hurt rather 
than solve problems, 

Treatment attempts to improve communication and alter the €x- 
change balance. Weiss and Birchler (1978) have specified four elements 
of treatment, which are applied in order. Treatment is usually conducted 
by male and female co-therapists so as to avoid therapist-client alliances- 
The first step is to teach the couple to objectify. After years of battling: 
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the spouses tend to distort and overgeneralize. In presenting complaints, 
they use such terms as “You always . . .” Or “You never . . .”. They 
must learn to look more openly and accurately at their partner’s behavior 
in order to determine what the spouse really does and doesn’t do. 
Among other things, each spouse is required to keep a daily record of 
Pleases and Displeases: specific positive and negative behaviors per- 
formed by the spouse. The next step is to increase support and under- 
Standing, which involves teaching the partners how to do and say nice, 
Pleasing things to one another. Tasks range from teaching a partner how 
to give a compliment to assigning both spouses to do something from 
the other’s list of Pleases each day. Problem solving involves teaching 
the couple how to identify, avoid, and correct problems that lead to 
conflict. For example, nightly tension might result not from animosity 
but from the fact that children stay up too late and prevent the couple 
from conversing in privacy. 

Once the couple has these three skills in their repertoire, they are 
ready for the most critical phase of treatment: behavior change. They 
Must now apply the other skills to alter the exchange balance. This is 
done primarily through a contingency contract, a negotiated agreement 
in which each partner agrees to perform specified Pleases in exchange 
for Pleases from the other. For example, the wife agrees to cook dinner 
€ach night and engage in sexual activity three nights each week, and the 
husband agrees to come home one hour after work each day and take 
her out to dinner or a movie at least once a week. If either partner fails 
to comply, the other partner may do the same. The contract is written 
and signed, just like a legal document. New contracts are prepared as 


Under the terms of the contract, each 


€ couple experiences success. 
han coerced 


Partner is positively reinforced for providing Pleases rather t 
mto doing so. This tends to increase the frequency of spontaneous Please- 
giving. While initial contracts are somewhat mechanistic, the improved 
Communication skills and increased frequency of spontaneous Pleases 
improves the relationship and gradually decreases the need for formal 
agreements, 
This strategy for reducing marital conflict is new, and preliminary 
research results suggest that it can be quite effective (cf. Weiss & 
'Tchler, 1978). However, more definite conclusions wait until more 


©Vidence is in. 


Parent- Child Conflict. The most critical job in our society is child rearing, 
Yet almost no one receives any training before becoming a parent. Not 
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surprisingly, family conflict is common. When the problem becomes 
severe, the family may seek treatment. Clinic contact is always begun by 
the parents, who complain that something is wrong with the child. He or 
she “is impossible to control,” “never listens,” “is always in trouble,” and 
so on. However, only rarely does the problem lay with the child. In the 
vast majority of cases, the undesirable behavior is (1) appropriate for 
the child’s age and/or (2) maintained by parent reinforcement. Thus, 
the child is rarely the focus of treatment and is often not brought into 
therapy once assessment is completed. The therapist works instead with 
the parents, teaching them how to be more effective. The child’s behavior 
changes with more appropriate parental management. 

This strategy, often called child management training, is an educa- 
tional approach. For expediency, parents are often seen in groups of 
four to eight couples. In essence, the parents are taught to be child 
behavior therapists. Many parental problems can be traced to inadequate 
information and expectations about what children are like. Often these 
problems are reduced or eliminated simply by providing information 
about children and their development. Once this is done, parents are 
taught how to pinpoint the sources of conflict and identify the problem- 
atic child behaviors and the contexts in which they occur. This serves the 
same purpose as objectification in couples therapy. In becoming specific 
and objective, much of the parents’ overgeneralized dissatisfaction with 
the child is reduced (e.g., every child listens sometimes). 

Training then shifts to techniques for altering the child’s behavior. 
These include any and all of the Operant techniques described above: 
including positive reinforcement, DRO, and token economics. One of US 
pe a a. family to develop a token system fora reportedly 
contingency contract pie ramets oo WaS Sica ee as i 
able chores and MaE et dea: TEn pe pana 3 ss o er 
the gachige. puffin ie eTe a for the child, including taking ou 
meals within five kee a.i a = 
chart, and back-up reinfor eeu Tokens ASSA postedior 

cers included staying up at night for an extra 


hal i 
alf hour, going to a hamburger restaurant for lunch, and playing @ 


Parent training typically req 
either focus on relieving one or t 
skills in general. Th 
skills and couples th 


uires six to ten sessions. Training ca” 
r WO specific problems or teach parenting 
e sessions themselves are similar to those in socia 
apy: a stress on role playing and modeling. Many 
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parents must be taught how to express affection or say “No” with convic- 
tion. Older children and adolescents generally participate in at least 
some of the sessions, during which the family might be taught better 
communication skills and contingency contracting. The parent training 
approach is one of the best documented behavioral techniques. It has 
Tepeatedly been shown to produce rapid, extensive, and durable changes 
in both child behavior and parental attitudes (O’Dell, 1974). Research is 
now underway to determine all the problems for which it is effective. 


Critical Appraisal 


The criticisms of behavior therapy range far beyond the ethical issues 
discussed at the beginning of this chapter. One consistent complaint is 
that it focuses on narrow and unimportant problems, missing the critical 
Ones. One supposed consequence of this is symptom substitution. Ac- 
cording to this argument, the behaviors altered by behavior therapy are 
Symptoms of an inner conflict. This conflict is presumed to produce new 
Symptoms if it is not resolved and removed. No research supports this 
argument, and follow-up studies on behavioral treatments generally 
indicate good maintenance and no new disturbances. A related critique 
is that behavioral treatments fail to deal with the person as a thinking, 
feeling being who is somehow “more” than the sum of overt behaviors. 
The subjective nature of this argument is difficult to counter with 
Tesearch data. Behavior therapists clearly consider feelings and thoughts 
me Planning and conducting treatment. The client, too, is involved in the 
Process and thus is free to indicate continued distress or the need for 
Something more. When objective data (which includes self-report) indi- 
Cate improvement, it seems unreasonable to argue without data that 
Something has been missed. 
The picture of behavior therapy as simp 
of early interventions than of current approac i i 
treatment with such limited problems as monosymptomatic phobias or 
limited social skills deficits. Most have either complex problems or 
Several interrelated ones. Current behavioral strategies are much more 
likely than they were in the 1960s to be comprehensive and deal with all 
Of the client’s difficulties. Consider, for example, our psychiatric ward at 
estern Psychiatric Institute and Clinic. Patients are assigned to either 
a day hospital or inpatient care according to their level of functioning. 
hey all receive psychotropic medication (e.g., tranquilizers) and attend 


listic is probably more true 
hes. Few clients come to 
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a variety of behavioral group therapies. The ward is operated asa token 
economy with three levels. Most patients receive social skills ge 
and some are also given individual operant interventions to han 
specific difficulties (e.g., hallucinations). In many instances, family T 
apy is also provided. Patients thus receive a multifaceted interventi 
which deals with all aspects of their functioning. l 

Another critique pertains to the research support for certain j 
havioral techniques. Behavior therapists have made extensive use 3 
analogue research to develop and test their techniques. In iar 
analogue procedures are models of real clinical situations. For example, 
much of the research on desensitization was conducted with college 
student subjects who feared small animals (e.g., snakes, spiders). These 
students were recruited by the researchers, rather than spontaneously 
requesting treatment. Thus, their fears were often less severe and easier 
to eliminate than the incapacitating fears of real clients. The implication 
here is that some behavioral techniques might be less effective in actual 
clinical practice than the analogue research suggests. A related question 
concerns the generalization (transfer) of behavioral treatment effects to 
the environment. Those effects which are limited to the therapy room oF 
hospital have minimal value. The data for behavioral techniques are 
mixed. In many cases (e.g., child management, fear reduction) the 
results are quite positive. In other cases, such as token economies, gen- 
eralization is unsatisfactory. One major concern of current behavioral 
research is how to foster generalization. ; 

In general, many of the initial claims made by behavior therapists 
have been overzealous. Many dysfunctions cannot be eliminated s° 
easily and simply. However, evidence still suggests that many behavioral 
procedures are more effective than nonbehavioral methods. In many 
instances, such as work with the mentally retarded, behavioral proce- 
dures have become the standard approach, rather than one of severa! 
alternatives. One advantage of behavioral techniques is that they are 
cost-effective. Not only do they work, but they are inexpensive tO 
administer. These techniques are relatively rapid, and many of them dO 


not require Ph.D. level clinicians. Because most procedures involve 
teaching and a 


4 re fairly standardized, they can be given by parapro- 
fessionals: nurses, hospital aides, parents, and bachelor degree level 
personnel. The Ph.D. trains the paraprofessionals and coordinates and 
supervises their activities. Often he or she designs the treatment and the? 
has the paraprofessional carry it out. Thus, the Ph.D. can have a much 
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broader impact, helping many more people than would be possible if all 
of the treatment sessions were conducted personally. 


Summary 


This chapter has presented an overview of behavioral therapy. The basic 
assumptions underlying all behavioral techniques were first considered. 
The ethics of treatment were presented next, followed by a brief history 
of the behavioral approach. The remainder of the chapter focused on 
Specific treatment techniques, including fear reduction strategies, social 
Skills training, cognitive behavior therapy, token economies, operant 
Conditioning techniques, and family therapy. In each case, the con- 
ceptual basis for the procedure was presented, along with a description 
of its application and an overview O 

reviewed some of the major critiques. In general, it was suggested that 
behavior therapy is highly effective for a wide variety of disorders, but is 
less effective than was previously suggested. Behavior therapists are still 
investigating such important topics as the range of application, the effec- 
tiveness of the techniques with real clinical populations, and the general- 
‘ability of the effects of treatment. This research, we believe, will tend 
to increase support for the behavioral approach. 


f the research support. We then 


CHAPTER 
EIGHT 


Humanistic 
Approach 


In the last two chapters, we have considered two of the most promier 
forces in contemporary American psychotherapy: psychoanalysis onl 
behavior therapy. The first, psychoanalysis, is rooted in clinical “yer p 
ogy and psychiatry (i.e., by training and initial interest, Freud = ra 
neurologist). The second, behavior therapy, is based on Russian p a 
iology (e.g., Pavlov) and American academic psychology (e.g., poi 
Thorndike, Hull, Guthrie, Skinner). Both of these theoretical approac + 
have had great impact on clinical psychology. Psychoanalysis me 
mized the clinical study of human instincts. That is, it encouraged t í 
examination of sexual and aggressive urges, and showed that much 0 
human action was not based on conscious choice alone. 

The behavioral movement, on the other hand, has pointed the eed 
for the objective and Scientific study of human action. Although initially 


4 à : F A to 
tied to a learning theory view of behavior, it has now expanded 
encompass all em 


Pirical disciplines. A key tenet of behaviorism is we 
human behavior can be systematically studied, objectively measured, an 
altered. Thus, the behavioral movement may, in part, be seen as 4 
reaction to the m 


‘ee as cago 
Ore subjective and less empirical psychoanalytic view 
human behavior.! 


es gi A vng ates 
1. By scientific we mean the traditional laboratory conception of empiricism that demonstr: 
cause-and-effect relationships th 


rough experimental investigation. 
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The humanistic approach, often described as the “third force” in 
psychotherapy, evolved in reaction to both psychoanalysis and be- 
haviorism. The psychoanalytic model views human beings as the passive 
victims of unconscious sexual and aggressive strivings; humanism is 
strongly opposed to Freudian determinism. The behavioristic model 
sees people as the objects of learning and conditioning (classical and 
Operant); humanism is equally opposed to this orientation.? Also, in 
marked contrast to psychoanalysis and behaviorism, the humanistic 
approach owes its heritage to neither clinical neurology and psychiatry 
nor academic psychology. Much of its impetus is the writings of the 
nineteenth and twentieth century philosophers (e.g., Kierkegaard, 
Buber, Sartre), who underscored free will, the potential for growth, 
subjectivity, and awareness of one’s mortality as uniquely human char- 
acteristics, 

Just as psychoanalytic and behavioral therapies vary widely, so do 
those of the humanistic approach. Although technically these therapies 
are different, they all share common philosophical bases. After examin- 
ing the humanistic model, we will discuss the Rogerian, existential, and 
Gestalt approaches to psychotherapy. These are followed by an account 
Of the encounter movement (e.g., T-groups, sensitivity training). Finally, 
We will present a critical appraisal of humanistic treatments. 


Humanistic Model 


To understand the humanistic approach to psychological problems, the 
‘umanistic view must be clarified. This in itself presents a problem, 
Since there is no one humanistic model. However, certain common 
themes do emerge. Let us consider a composite picture of humanity 
ased on writings that reflect the humanistic tradition. o 

To begin with, we will present four statements by huniamistie 
PSYchotherapists. The first is representative of Rogerian thinking: “The 
Whole trend of current thinking has shifted to the view that human 
.~!Ngs are interactional creatures and that the nature of psychological 
ls is inherently inter-active. It isn’t that something is wrong with an 
dividuals psychic machinery; there are no loose screws inside. We 
don’t know how and need not know how to replace worn out units 


2 These Contrasts have been exaggerated SO that the student can understand how discontent led to 
is “th; 
hird force” in psychotherapy. 
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inside him. He isn’t a machine, a self-contained box, but rather an 
interaction process” (Gendlin, 1977, p. 40). 

The second is an example of existential thought: “Death is some- 
thing that happens to each one of us. Even before its arrival, it is an 
absent presence. Some hold that fear of death is a universal reaction and 
that no one is free from it. . . . When we stop to consider the matter, 
the notion of the uniqueness and individuality of each one of us gathers 
full meaning only in realizing that we must die. And it is in this same 
encounter with death that each of us discovers his hunger for im- 
mortality” (Feifel, 1961, p. 62). 

The third statement is by Fritz Perls (1970b), the originator and 
foremost representative of Gestalt therapy: “In my lectures on Gestalt 
therapy, I have one aim only: to impart a fraction of the word now. TO 


me, nothing exists except the now. Now = experience = awareness = 


reality. The past is no more and the future n 
(p. 14). 

The fourth statement represents the encounter movement: “. . . the 
encounter group can be an attempt to meet and overcome the isolation 
and alienation of the individual in contemporary life. The person who 
has entered into basic encounter with another is 
isolated. It will not necessarily dissolve his lone 
proves to him that such loneliness is not an inevitable element in his life. 
He can come in meaningful touch with another being. Since alienation !S 
one of the most disturbing aspects of modern life, this is an important 
implication” (Rogers, 1970, p. 176). 

Keeping in mind the above quotations, let us now examine the 
recurrent themes of humanistic writings. Probably one of the most 
important elements in these writings is a pervasive optimism. Whether 
the writer is Maslow (1961), May (1961), Havens (1974), Gendlin (1969) 
Laura Perls (1970), or Rogers (1974), the human potential for growth 
stently underscored. Even the “well actual- 
aximize personal experience and communi- 
ntinues to show a futher need for growth. 
th interpersonal growth is reflected in the 
nter groups (which are primarily devoted tO 
hes mmunication among the nonpathological)- 
Thus, the individual is seen in light of the interpersonal relationships i” 
tated earlier, the individual is not seen as the 
al drives or environmental manipulation- 
ed as a responsible person capable of making 


ot yet. Only the now exists 


no longer completely 
liness, but at least it 


nie ass 
hapless victim of biologic 


Rather, he or she is Perceiv 
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both choices and important personal changes given the right commit- 
ment. For those who are unable to maximize their potential and who 
may suffer anxiety and depression as a result, psychotherapy may prove 
helpful. 

The humanists are especially concerned with the need for close, 
meaningful, empathic interpersonal relationships. They are keenly aware 
of the depersonalization, alienation, and loss of personal identity that 
invariably accompany highly industrialized society. It is little wonder, 
then, that honesty and closeness (without intrusiveness) in the relation- 
Ship is highly prized. Attempts are made to cut through duplicity, 
Phoniness, and the gamesmanship that characterize much of one’s typical 
daily interaction. Along with the concern for honest communication is an 
emphasis on the present—namely, the nature of the current interaction in 
a given relationship. This is presumed to be critical in the psychothera- 
Peutic relationship—which contrasts sharply to orthodox psychoanaly- 
Sis, where much attention is paid to historical factors.3 

The overriding concern with the present (especially for Gestalt 
theorists) goes beyond the interpersonal relationship. It is, however, 
largely also a reaction to the mechanized, depersonalized Western world, 
Which stresses the future—future goals and possible future attainments. 
In the humanistic philosophy, the individual is urged to savor the 
Moment as it occurs, but to refrain from lamenting the past or simply 
anticipating the future. 

Finally, the existentialists, in particular, have shown us that death 
'n Western society has been greatly neglected in understanding human 

havior, Indeed, some (e.g., Feifel, 1961) argue that a concern with 
death is manifested in many psychiatric disorders (¢.8., absence of 
Movement in catatonia). The existential position is that without con- 
Tonting one’s own mortality, one cannot lead a truly meaningful life. 
Indeed, existentialists point out that the one feature that readily distin- 
8Uishes humanity from other species is the knowledge that life is finite. 
It is argued that when one comes to terms with death, it is at that 
Moment that life becomes more meaningful. o 

This healthy concern with death as a psychological factor in life has 
haq considerable influence. Not only has it led to a fuller understanding 
Of the behavior of normal and psychiatric patients, but it has helped us 
tO appreciate the final psychological struggles of patients with terminal 


hoanalysts’ interest in making interpretations as to positive and negative 


3. H 
-, OWever, the psyc 
pa he therapeutic relationship as it is occurring and being 


Tan: 
> Sference does reflect some concern for t! 
Perienced, 
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illnesses (cf. Kubler-Ross, 1970). These struggles are heightened, of 
course, when families of dying patients play duplicitous games (i.e., fail 
to tell the patient about the terminal nature of the illness and their 
feelings about it), thereby denying themselves and the patient the oppor- 


tunity to come to terms with death and to maximize honest, meaningful 
communication in the remaining time. 


Rogerian Psychotherapy 


For more than forty years, the name Carl Rogers has been associated 
with the clinical practice and research of psychotherapy in America. 
Over this long period, “Rogerian” psychotherapy has changed consider- 
ably. Initially Rogers (1942) was associated witha therapeutic approach 
known as “nondirective” therapy or counseling. As the term implies, the 
therapist followed the client’s lead, was not at all directive, but often 
reflected the client’s feeling portion of a communication (e.g., Client—‘] 
mean at first, ah, I tried to see if I Was just withdrawing from this bunch 
of kids I'd been spending my time with, and I'm sincere in thinking that, 
ah, it’s not a withdrawal, but it’s more of an assertion of my real 
interests. . . .” Therapist—“In other words, you've tried to be self- 
Te just running away from the situation, but 
ession of your positive attitudes” (Rogers; 
cation of his book Client-Centered Therap) 
ers, 1951) and, still later (Rogers, 1957), 4 
“The Necessary and Sufficient Conditions of 
Change,” it is clear that Rogers’ thinking about 


: xt of Rogers’ conception © 
hilosophy of humanity. 
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First, however, let us consider Rogers’ impact on research and 
Practice in psychotherapy. In his 1973 address to the American Psycho- 
logical Association (when he received the Distinguished Professional 
Contribution Award), Rogers (1974) appeared astonished at his in- 
fluence on the field. Just to list a few of his contributions: 


1. He was the first to record (electronically) therapeutic interactions for 
research purposes. 

2. He and his students were among the first to evaluate (scientifically 
and empirically) the process of psychotherapy. 

3. He and his students were among the first to document that psycho- 
therapy could lead to either positive or negative outcomes, depending on 
the therapist-client interaction. 

4. He battled the psychiatric establishment (and won) concerning the 
legitimacy of the clinical psychologist as psychotherapist and adminis- 
trator in the mental health setting. 

5. He greatly affected the course of counseling on the college campus. 


. He provided a focal point for the humanistic tradition. 


fon 


Conditions for Therapeutic Change 


957) consists of six conditions 


In essence, Rogers’ approach (Rogers, l on 
the client. These conditions are 


for bringing about personality change in 
as follows: 


ological contact. 


1. Two persons are in psych 
he client, is in a state of incongruence, 


2. The first, whom we shall term t 
being vulnerable or anxious. 

3. The second person, whom we S 
integrated in the relationship. 

4. The therapist experiences unconditional positive regard for the client. 


5. The therapist experiences an empathic understanding of the client's 
internal frame of reference and endeavors to communicate this experi- 


ence to the client. 


6. The communication to the 
standing and unconditiona 
achieved (Rogers, 1957, p. 96). 


hall term the therapist, is congruent or 


client of the therapist’s empathic under- 
| positive regard is to a minimal degree 


In looking at these six conditions, it is obvious that the first, the 
existence of the therapist-client relationship, is a given for the remaining 
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five to occur. The remaining conditions are the therapeutic task, accord- 
ing to Rogers. 

Before going on to a fuller evaluation of conditions 2 to 6, let us 
consider diagnosis as related to Rogerian treatment. Before psycho- 
therapy begins, clinicians of most orientations obtaina diagnostic assess- 
ment. Whether this is done through projective and objective personality 
tests (as with the analytic clinicians) or via direct behavioral assessment 
(as with behavior therapists), the consensus is that such assessment will 
enable the therapist to better understand the client and make therapy 
more effective. For the behavior therapists, in particular, the behavioral 
assessment determines the therapeutic strategy to be used. However, 
Rogers (1951) and his followers dispute this notion. 


In the first place, the very process of psychological diagnosis places the 
locus of evaluation so definitely in the expert that it may increase any 
dependent tendencies in the client, and cause him to feel that the responsi- 
bility for understanding and improving his situation lies in the hands of 
another. When the client perceives the locus of judgment and responsibility 
as clearly resting in the hands of the clinician, he is, in our judgment, further 
from therapeutic Progress than when he came in (p. 223). 


In short, diagnostic testing, 


Rogerian therapy. Since Roger 
client-centered (i.e., 


capacity for change), 


by its very nature, is a contradiction of 


the task of arriving at such a label is seen as superfluous.4 
Let us now co 


nsider condition 2: the client being in a state of 
incongruence. Incongruence is Rogers’ term for the discrepancy between 
a client's feelings at the Organismic level and his or her self-concept. of 
course, if the Organismic level and the self-concept are in line, then nO 
problem exists. To illustrate this concept, Rogers (1957, p. 97) gives the 
example of the mother who develops “vague illnesses” when her son 
talks about leaving home. Since the son represents her only source of 
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gratification, she is eager to restrain him. However, this is not consistent 
with her self-picture of the “good mother.” But on the other hand, illness 
does fit in with her self-concept. The discrepancy here is between her 
self-concept (mother needing her son’s attention because of illness) and 
her actual experience (the need to keep her son from leaving home). 
Rogers points out that there are different levels of incongruence. If 
the individual is unaware of the incongruence, he or she is then vulner- 
able to anxiety. If there is a “dim perception” (sub-ception), then a state 
of tension exists. (These theoretical notions parallel the psychoanalytic 
discussions of the unconscious and preconscious.) In any event, such 
incongruence is considered necessary for the client to receive therapy. 
By contrast (condition 3), the therapist should enter the therapeutic 
relationship in a congruent state. This does not mean that each therapist 
is required to be the paragon of mental health. However, the therapist 
should be aware of his or her feelings and reactions to the client (here, 
too, there is a parallel to the psychoanalyst who has undergone an 
analysis to get rid of personal blind spots). Being congruent, the thera- 
pist should be able to communicate freely and directly with the patient. 
At times, the therapist may even express personal feelings, as long as 
they are not deceptive or expressed simply for the therapist’s benefit. 
In short, the therapist should be very much in touch with his or her 
feelings and possible shortcomings and limitations. m 
Condition 4, unconditional positive regard, should facilitate rap- 
port. Also, when it is strongly displayed by the therapist, a positive 
Outcome should follow. By definition, unconditional positive regard 
means that the therapist accepts the client’s positive and negative attri- 
butes. Thus, the client is freed from the therapist’s evaluation: It means 
a caring for the client, but not in a possessive way as simply to satisfy the 
therapist’s own needs. It means a caring for the client as a separate 
person, with permission to have his own feelings, his own experience 
(Rogers, 1957, p. 98). However, as noted by Truax and Carkhuff (1967), 
the research literature indicates that unconditional positive regard, as 
originally defined by Rogers, does not contribute substantially to out- 
come. Rather, a similar condition, strong nonpossessive warmth, seems 
to have a greater relationship to success. When it a experienced at a 
high level, “the therapist warmly accepts the patient’s experience as part 
of the person, without imposing conditions. In contrast, at a low level 
the therapist evaluates a patient or his feelings, expresses dislike or 
disapproval, or expresses warmth in a selective or evaluative way” 


Truax & Carkhuff, 1967, p- 58). 
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Let us now present two excerpts of therapist (T) and client (C) 


dialogue, the first marked by low nonpossessive warmth and the second 
by high nonpossessive warmth. 


Low nonpossessive warmth: 


T. . another part here too, that is, if they haven't got a lot of schooling, 


there may be a good argument, that, that they—are better judges, you know. 
C Yeahs: , x 
T. Now, I’m not saying that, that’s necessarily true, I’m—just saying that’s 
reality. 
C. Yeah. E 
And you're in a position that you can’t argue with them. Why is it that 
these people burn you up so much? 
They get by with too many things. . . 
Why should that bother you? 
*Cause I never got by with anything. 


They're papa figures, aren’t they? 


(Noise) Yeah—(Pause) I told the aides last night, I said, “You're makin 
me—I want to forget the past and—you're making me think of my fat 
again.”—They don’t understand. 


(Breaking in) But you’re bringing it into the present, I don’t want to mi 
dragging up the past; the present seems to me—uh, the same thing you 
been going through all your life. . . 


Mhm. 
. this fighting against this father, 
(Pause with sigh) So what will 


You're the only guy that can st 
But, how? 


You've got to understand — 


ANANDA 


| 


it take to straighten it out? 
raighten it out, 


(Breaking in) I mean between me and the aides? 


How could your dad Straighten that out? 
Tell ’m! 


Nah? (Scornfully) 
He would do it. 


HAS OH AAHRAHAD 


It is up to you to change. 


(Truax & Carkhuff, 1967, p. 6D) 
High nonpossessive warmth: 
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C: And, not only that, but I hated myself so that I didn’t, I, I felt that I 
didn’t deserve to have anyone care for me. I hated myself so that l, 1, I not 
only felt that no one did, but I didn’t see any reason why they should. 


T. I guess that makes some sense to me now. I was wondering why it was 
that you were shutting other people off. You weren’t letting anyone else 
care, 

C. I didn’t think I was worth caring for. 

T. So you didn’t ev—maybe you not only thought you were—hopeless, but 
you wouldn't allow people . . . (Therapist statement is drowned out by 
client) 

C. (Interrupting and very loud) 1 closed the door on everyone. Yah, I closed 
the door on everyone because I thought I just wasn’t worth bothering 
with. I didn’t think it was worthwhile for you to bother with me. “Just 
let me alone and—and let me rot that's all I’m worth.” I mean, that was 
my thought. And, I, I, uh, will frankly admit that when the doctors were 
making the rounds on the ward, I mean the routine rounds, I tried to be 
where they wouldn't see me. The doctor often goes there on the ward and 
asks how everyone is and when she'd get about to me, I'd move to a spot 
that she’s already covered . . - 

You really avoided people. 

C. So that, so that she wouldn't, uh, ralk w 


the few times that I refused to see you, it was A | 
think I was worth bothering with, so why waste your time—let’s just . . - 


T. Let me ask you, ask you something about that. Do you think it would have 
been, uh, better if I had insisted that, uh, uh, you come and talk with me? 


C. No I don't believe so, doctor. (They speak simultaneously) 
(Truax & Carkhuff, 1967, P. 67) 


Pe! 


ith me. (T: Uh, hm.) and when— 
for the same reason. I didn’t 


Condition 5 is the therapist’s ability to empathize with the client by 
€ntering the client’s frame of reference (e.g. understanding and appre- 
Clating the client’s positive and negative feelings) without losing objec- 
tivity (ie., the “as if” quality of the experience). Moreover, through 
verbal and nonverbal behavior, the therapist communicates empathic 
Understanding to the client. As Rogers (1957) argues, “When the client’s 
World is this clear to the therapist, and he moves about in it freely, then 
he can communicate his understanding of what is clearly known to the 
Client, and can also voice meanings in the client’s experience of which 
the client is scarcely aware” (P- 99). This is often done by reflecting the 
feeling portion of the client’s communication. 

In discussing accurate empathy, Truax and Carkhuff (1967) sepa- 
Tate the high and low levels of empathy into nine stages. In the lowest 
Stage, the therapist “seems completely unaware of even the most conspic- 
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uous of the client’s feelings; his responses are not appropriate to the 
mood and context of the client’s statements” (p. 47). By contrast, at the 
highest level of empathy, “The therapist. . . unerringly responds to 
the client’s full range of feelings in their exact intensity. Without hesita- 
tion, he recognizes an understanding of every deepest feeling ' (p. 56). 
In short, the therapist is in tune with the felt experience of his client. 

Let us now consider examples of extremely low and extremely high 
levels of accurate empathy taken from actual therapist-client dialogues. 


Low accurate empathy: 


C. I wonder if it’s my educational background or if it’s me. 

T. Mhm. 

C. You know what I mean. 

T. Yeah. 

C. (Pause) I guess if I could just solve that I'd know just about where to 
hit, huh? 

JA 


Mhm, Mhm. Now that you know, a way, if you knew for sure, that your, 
lack, if that’s what it is—I can’t be sure of that yet. 

(C. No) 

T. (Continuing) . . . is really so, that it, it might even feel as though ipe 
something that you just couldn’t receive, that it, if, that would be it: 
Well-I—I didn’t, uh, I don’t quite follow you—clearly. 

T. Well (pause), I guess, I was, I was thinking that—that you perhaps thought 
that, that if you could be sure that, the, uh, that there were tools that, that 
you didn’t have, that, 


perhaps that could mean that those—uh—tools that 
you had lacked—way back there in, um, high school 


(C. Yah) 
T. (Continuing)... and perhaps just couldn't perceive how and, ah . - - 
G 


Eh, yes, or I might put it this way, um (pause). If I knew that it was, uM, 
let’s just take it this way. If I knew that it was my educational background, 
there would be a Possibility of going back. 

Oh, so, I missed that now, I mean now, and uh 


(Truax & Carkhuff, 1967, p- 47) 


High accurate empathy: 
6 


I s’pose, one of t 
pretty hard on thi 
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Ç. (Faintly) Yeah. (Long pause) I guess the only reason that I try to hide em, 
is, seein’ that I'm small, I guess I got to be a tough guy or somethin’. 

T. Mhm. 

C. Thats the way I, think people might think about me. 

T. Mm. Little afraid to show my feelings. They might think I was weak, ’n 
take advantage of me or something. They might hurt me if they—knew I 
could be hurt. 

C. I think they'd try, anyway. 

T. If they really knew I had feelings, they, they really might try and hurt me. 

(Long pause) 

I guess I don’t want ‘em to know that I got ’em. 

Mhm. 

Cause then they couldn't if they wanted to. 


So I'd be safe i I, if I seem like a, as though I was rea 
If they thought I was real hard, I'd be safe. 


Hof 


l hard on the outside. 
(Truax & Carkhuff, 1967. p. 57) 


The argument in condition 6 is that unconditional positive regard 
(or nonpossessive warmth) and accurate empathy must be at least 
minimal for successful therapy. Thus, it should not be surprising that 
Many process and outcome studies have focused on this point (see 
Truax & Carkhuff, 1967; Truax & Mitchell, 1971, for reviews). After 
reviewing the literature, Truax and Carkhuff (1967) concluded that 
therapists rated high on accurate empathy, nonpossessive warmth, and 
“genuineness” were truly effective. The higher their ratings on these 
attributes, the more personality change brought about in their clients 
and patients. Truax and Carkhuff contend that this is true regardless of 
therapist training and theoretical orientation and regardless of the popu- 
lation treated (e.g., college students, juvenile delinquents, hospitalized 
Schizophrenics, outpatient neurotics). Moreover, it 1S claimed that these 
findings apply equally to individual and group therapy. However, these 
rather sweeping conclusions have been challenged by Lambert, DeJulio, 
and Stein (1978) in a recent provocative review paper. We will evaluate 
Truax and Carkhuffs (1967) conclusions in light of Lambert et al. 


(1978) in a later section. 


New Considerations 


gies have been added to Rogerian 


In the 1 i trate 
ast few years, certain new stra t ; 
y tial focusing (Gendlin, 1969), is 


Psychotherapy. One of these, experien 
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somewhat of a departure in that it involves directing the client. It 
involves making the client aware of bodily sensations and feelings (at the 
organismic level). This, of course, is consistent with the Rogerian 
notion that in the congruent individual the organismic and experiential 
levels are consistent with one another. 

As Gendlin (1969) cogently argues, “words can come from a feel- 
ing.” Thus, in experiential focusing, the client is directed to stop talking 
for about thirty seconds and to concentrate on bodily sensations under- 
lying the problem. “One must wait about 30 seconds without talking at 
oneself, letting words go by if they come until one fully senses one’s 
bodily feelings of the problem. . . . Words can come from a feeling 
and such words have a special power, a sensed effect, other words don’t 
have” (Gendlin, 1969, p. 5). 

A specific manual for “focusing” has been developed. Further, 
Gendlin points out that focusing leads to increased “experiential levels, 
which in turn relates to more successful therapeutic outcome. He pre- 
sents some data in support of this argument. 

A second consideration has been raised by Krebs (1972): When 
should client-centered therapy end? What Signs suggest the possibility of 
termination, and how, should the therapist handle the termination 
Process? In discussing these issues, Krebs refers to three separate phases: 
(1) “Things are better,” (2) “Should we say goodbye?”, and (3) “Saying 
goodbye.” In the first phase,the client reports progress in his or her life 
experiences. At this point, either client or therapist may raise the possi- 
bility of termination. In the second phase, they discuss termination more 
fully, but invariably some vacillation occurs. Krebs (1972) maintains 
that “focusing,” by both client and therapist, is useful in resolving the 
ambivalence. “Sooner or later, most clients do get to the point of talking 
about leaving and the leaving feels right for both of us” (p. 360). In the 
third phase, the client states that he or she now feels able to “be himself” 
outside of the therapeutic hour. Consistency between and among systems 
(i.e. organismic feelings and experiential levels) has been achieved. 


Existential Psychotherapy 


As noted in the introduction to this 
psychotherapy is based on Philos 
tentialism is not a set of the 
toward people and, by implic: 


chapter, the existential approach to 
ophy. This is important since exis- 
rapeutic strategies but really an attitude 
ation, their psychological treatment. For 
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example, Jean-Paul Sartre’s essays on existentialism, presented in his 
Existential Psychoanalysis (1953), can hardly be described as a thera- 
pist’s manual. Instead, they are a severe critique of the objective view of 
humanity, such as those of the Freudian psychoanalysts and scientific 
behaviorists. Sartre’s dictum, “We are our choices,” is obviously in 
sharp contradiction to Freudian determinism. Sartre’s statement points 
to a view of human behavior that emphasizes the individual’s possibility 
for change, growth, and commitment to change. In existential terms, 
this active process is often referred to as becoming. Thus, notsurprisingly, 
existential psychotherapists are more concerned with understanding the 
client than applying the correct technique. Similarly, May (1958) argues: 


. the existential approach holds the exact opposite namely, that 
technique follows understanding. The central task and responsibility of 
the therapist is to seek to understand the patient as a being and a being-in- 
his-world. All technical problems are subordinated to this understanding. 
Without this understanding, technical facility is at best irrelevant, at worst 
a method of “structuralizing” the neurosis. With it, the groundwork is laid 
for the therapist’s being able to help the patient recognize and experience 
his own existence, and this is the central process of therapy. This does not 
derogate disciplined technique; it rather puts it into focus (p. 77). 


May’s statement makes it difficult to determine what an existential 
therapist actually does in the therapeutic hour. But then again, this is the 
criticism that existential therapists level at most other practicing thera- 
Pists—that they are concerned with technique rather than with under- 
standing where in his life the client is at the time. In practice, however, 
Most existential therapists tend to be psychoanalysts, who do use stan- 
dard Psychoanalytic techniques (e.g., free association) but whose treat- 
Ment is guided primarily by their understanding of human existence. 

To better understand the therapeutic attitude and work of existential 
Psychotherapists, let us clarify the existential view of neurosis. Whereas 
the Psychoanalysts and behaviorists view the symptoms of neurosis as 
Showing maladjustment, the existentialists take a different slant: “An 
Adjustment is exactly what neurosis is; and that is just its trouble. It is a 
Necessary adjustment by which centeredness can be preserved; a way of 


5. This account of existentialism is an attempt to abstract the major issues as clearly as possible. 
is is difficult given the rather wordy, flowery descriptions and somewhat vague concepts that 
Tvade the writings of existential therapists. Unfortunately, their terminology is not standard 


am ge 
Ong mental health practitioners. 


Pe: 
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i j re- 
accepting non-being . . . in order that some little ee 
served. And in most cases it is a boon when the adjustmen at 
(May, 1958, p. 77). Put more simply, the neurosis is a pon es Ro 
dealing (i.e., adjusting) to the threat of non-being (death). ae 
successful adjustment requires a direct, honest confrontatio dt sn 
eventuality of one’s non-being. This, of course, results in : ES 
anxiety, which is central in helping the person to make a commitm 

ill lead to change. , f : 
Existential anik perceive that everyone functions pa 
neously in three distinct, interrelated “modes of world.” The first N n> 
Umwelt, essentially the biological world of drives, needs, and S _ 
Existential writers feel that Freud’s greatest theoretical contribution wid 
his explication of the Umwelt. The second, known as the Mitwelt, ri 
interpersonal world. Here the existentialists pay tribute to ba of 
Freudians (especially Sullivan) for their classification of this mo a 
experience. The third, the Eigenwelt, the “own world,” is where 
existential thinkers feel they have made their greatest contribution” 
particularly since they contend that depth psychology (i.e., por 
analysis) has virtually ignored it. May (1961) states, “Eigenwelt Ta 
supposes self-awareness, self-relatedness, and is uniquely present rs 
human beings. But it is not merely a subjective, inner experience, ee 
rather the basis on which we see the real world in its true perspective, t i 
basis on which we relate.” May goes on to argue that “the reality ja 
being-in-the-world is lost if one of the modes is emphasized to a 
exclusion of the other two” (p. 63). This latter point is an eee 
guide for the work of existential therapists. They are convinced a 
there is often a profound gulf in the individual's relationship to the self- 

In doing psychotherapy, the existential therapist follows the phe- 
nomenological approach (cf. Ellenberger, 1958: May, 1958). Phenome- 
nology “is the endeavor to take the phenomena as given. It is the disci- 


plined effort to clear one’s mind of presuppositions that so often cause 
us to see in the patient onl 


? r 
y our own theories or the dogmas of ou 

systems, the effort to exper 

reality as they present the 
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was to see things as the patient saw them” (p. 5). This too sounds much 
like Rogers’ (1951, 1957) comments about the therapist perceiving the 
world from the client’s frame of reference. 

Still another existential interest is the concern with time (see Ellen- 
berger, 1958) and its perception by patients bearing different diagnostic 
labels. Ellenberger (1961), using data taken from patients’ subjective 
experience, notes that in depression time seems to pass slowly: “One of 
the main symptoms of depression, from the phenomenological point of 
View, is the subjective experience of time flowing desperately slowly, 
Stagnating, or even being arrested. Certain schizophrenics feel as if time 
were fixed at the present moment, hence the delusion that they are 

. immortal, an assertion which is incomprehensible from the point of view 
of the normal mind, but which is quite logical when seen in the per- 
Spective of the distortions of the experience of time in the patients” 
(p. 104). In mania, by contrast, time appears to flow rapidly. Given this 
Concern with time perception as experienced by the patient, it is clear 
why May (1961) states that one of the effects of therapy 1s to shake the 
Patient's foundation with regard to time. i 

Let us now examine specific implications of the existentialapproach 
to effective psychotherapy. May (1961), the leading psychological ex- 
Ponent of existentialism, lists six of these. The first concerns flexibility 
of technique. That is, a variety of techniques will be used during therapy. 
The guiding principle in each case is to “reveal” to the patient his or her 
existence” at a given point in life. Second, psychological processes (¢-8-» 
repression, transference, resistance) derive their meaning from the pa- 
tient’s ongoing existence; they are not mere abstractions. For example, 
Sexual repression is seen as the individual’s holding back of potential. 
The third implication is presence—the therapist-patient relationship. 
‘By this we mean that the relationship of the therapist and patient 1s 
taken as a real one, the therapist being not merely a shadowy reflector 
but an alive human being who happens, at that hour, to be concerned 
Not with his own problems but with understanding and experiencing so 


far as possible the being of the patient” (May, 1958, p. 80). a 
_ The fourth implication is related to presence. Theexistentia thera- 
Pist is devoted to “analyzing out” those “ways of behaving that interfere 


With presence. Contrary to classic psychoanalysis, the burden is placed 
Not on the patient but on the therapist. It 1s not that the person is 
engaging in negative transference. The therapist is responsible for recog- 
nizing what in him is blocking the relationship (“. . . he had obviously 

est ask himself whether he is not trying to avoid some anxiety and asa 


272 INTRODUCTION TO CLINICAL PSYCHOLOGY 


result is losing something existentially in the relationship’ ri ig 
p. 85]). The fifth implication is concerned with the aim o t € a 
which is “that the patient experience his existence as real E 
similarlity here to Roger’s notion of congruence). In other words, 

i nd potential, and as a 
person should be aware of his or her capacity a p : elem is 
result be able to take advantage of them. The sixth implicatio = 
concerned with commitment. By commitment, existential therapists i 
not refer to isolated, sometimes superficial changes (e.g., change in Jo i 
even divorce). They mean a fundamental change in attitude—“a dn 
attitude towards existence.” Such commitment will obviously take plane 
in the three modes of world (Umwelt, Mitwelt, and Eignewelt) and a 
both the conscious and unconscious levels (i.e., commitment will be 
reflected in the person’s dreams). ; 

From a more technical perspective, Havens (1974), in the article 
“The Existential Use of Self,” has attempted to further clarify what 
existential therapists do during various stages of psychotherapy. He 
speaks of four issues: (1) “keeping looking,” (2) “staying,” (3) “the role 
of feeling,” and (4) the phenomenological view of countertransference in 
the therapist. “Keeping looking” refers to the therapist’s attempt tO 
understand the client from his or her frame of reference rather than the 
objective-descriptive approach that focuses on signs and symptoms. 
This process continues throughout therapy. In “staying,” the therapist 
maintains a relationship with the client such that new knowledge about 
the client will not threaten the relationship. “Feeling,” according P 
Havens, is “the distinguishing element of the existential method.” ! 
means sharing the client’s world, again within his or her frame ° 


reference. Finally, consistent with the existential attitude, it is argue 
that by the very 


nature of the therapy, countertransference (i.e., the 
therapist’s negative feelings toward the client) will be minimized. Pre 
sumably “the existential method reduces the distance between client and 
therapist,” especially in light of “keeping looking,” “staying,” and “feel 
ing.” 


Gestalt Therapy 


Just as Psychoanalysis is largely the creation of its founder, Sigmund 
Freud, so is Gestalt thera 
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lenge many of its theoretical bases. He later became attracted to the 
existentialists, was keenly aware of the impact of behaviorism, and was 
Particularly interested in the perceptual basis of Gestalt psychology 
(e.g., the work of Koffka, Kohler, and Wertheimer). Thus, although 
Gestalt therapy is a unique approach, as now practiced it contains 
elements of existentialism (i.e., the accent on phenomenology), behavior- 
ism (i.e., observation of the patient’s motor behavior during therapy 


Sessions), and Gestalt psychology. 

Let us first consider the contribution of Gestalt psychology. The 
Gestalt psychologists were concerned with perception as related to part- 
whole relationships. They emphasized a wholistic approach in psychol- 
ogy in reaction to the then current (pre-World War I) focus on specific 
mental processes (i.e., sensations, images, feelings). The Gestalt psy- 
chologists coined the familiar saying, that “The whole is different from 
the sum of its parts.” They were especially interested in perception in the 
Present, and stressed how the subject was active in organizing percep- 


tions. Such organization always took the form of differentiating the 


figure from the background. In their fascinating perceptual experiments 
Gestalt psychologists showed 


with reversible figures and backgrounds, i 

how the perceiver could sometimes focus on one dominant feature in the 

Perceptual field and at other times on a different dominant feature. 
ence, the uniqueness of individual perception was established. 

Wallen (1970) has outlined the relationship between Gestalt psy- 
chology and Gestalt therapy: “The academic Gestalt psychologist dealt 
largely with external figures, notably visual and auditory. Interestingly 
€nough, the academic Gestalt psychologist never attempted to employ 
the various principles of Gestalt formation . . . to organic perceptions, 
to the perception of one’s feelings, emotions and bodily sensations. He 
never really managed to integrate the facts of motivation with the facts 
of perception” (p. 8). This integration was done by Perls and his col- 
leagues (Perls, Hefferline, & Goodman, 1965). . 

In looking at the integration of motivation with perception, Wallen 
(1970) presents a nice example of how needs energize behavior and alter 
figure-background relationships: consider a person reading a book. The 
book is the figure; everything else is the background. As the person 

gins to get thirsty, his mouth becomes the figure and everything else 

(including the book) the background. As thirst (awareness of this bodily 
eling) increases, the relationship to the environment changes. The 

Person drinks a glass of water and returns to his reading. Once more, the 
OOK is the figure and everything else the background. 
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The above process, called “Gestalt formation and destruction,” is 
thought to “provide an autonomous criterion for adjustment.” According 
to Gestalt therapy, this process functions smoothly in the well-integrated 
personality. In the disordered personality, however, figure-background 
relationships are fuzzy. Sometimes confusion may cause the process to 
break down. At other times there may be “poor perceptual contact” with 
the environment or the patient’s own body. Elsewhere the expression of 
needs may be blocked. Finally, “good Gestalten” (i.e., clear figures) may 
not be formed or may be inhibited by repression. Repression, for the 
Gestalt therapists, is a muscular reaction. For example, suppressed ange! 
may result in considerable muscle tension in the arms or stomach. 

The Gestalt therapist works to reorder good Gestalt formation and 
destruction. This work is always done in the present; it involves helping 
the patient to re-organize his or her field and “to heighten each emerging 
figure.” Gestalt therapists are very sensitive to the person’s body in 
relation to what he or she is saying. Much feedback about bodily 
posture that is inconsistent with the verbal comment is given to the 


client. 

We will now examine the Gestalt therapist’s view of neurosis. Perls 
(1970a) describes what he considers to be the five layers of neurosis. The 
first is termed the phony layer and refers to the social games and self- 
imposed roles of many individuals. “It is always the ‘as if’ attitudes that 
require that we live up toa concept, live up to a fantasy that we or others 
have created whether it comes out as a curse or ideal” (p. 20). This is the 
antithesis of self-actualization. The second is the phobic layer, which 
means the individual's reluctance to accept what he or she is. Consistent 
with the label, the individual is afraid to try new modes of functioning: 
The third layer is the impasse, where the individual feels more like a” 
object than an active subject, unsure of his or her own abilities. TP 
fourth or implosive layer, occurs when the individual's fears and doubts 
are about to give way and a major change occur, (note the parallel to the 


existential notion of commitment). Fifth, “The explosion is the final 
neurotic layer that occurs when we get thro 


see it this progression is ne 

p. 22; italics added), [teat Seca 

explosion may be manifested: joy, arief 
Gestalt therapy consists of “peeling 

thus leading the person into the explo 


6. Although Gestalt therapi: rk wit 973), most of i 
Bi pists work h somi i i i 
Tiai muo = e psychotics, (e.g., Dublin, 1 ), 


ugh the implosive state. AS 
me authentic” (Perls, 19702 
ere are four ways in which the 
orgasm, and anger. 

away” the five neurotic layer 
sive state (analogous tO selt- 
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actualization). However, from session to session there may or may not 
be continuity. This happens because the Gestalt therapist is concerned 
with the present (the here-and-now) and how the person impacts upon 
him or her at the present time. Although the Gestalt therapist does not 
believe in directing the person’s life, specific techniques are used. It is 
important to have the client take responsibility for his or her own words 
and deeds. If, for example, during a session the client were to say: “It 
makes me angry when my mother telephones me twice a day,” the 
therapist might say: “Can you take responsibility for your feelings? Say 
I.” The client then might say: “/ am angry when my mother telephones 
me twice a day.” 
__ Let us now consider two examples of therapist-client dialogue. The 
first takes place during individual psychotherapy. The therapist makes 
the patient aware of autonomic response patterns (i.e., motor behavior) 
which may or may not be consistent with the verbal message: 


I don’t know what to say now. - - - 

I notice that you are looking away from me. 
(Giggle.) 

And now you cover up your face. 

You make me feel so awful! 
And now you cover up your fac 
Stop! This is unbearable! 

What do you feel now? 

I feel so embarassed! Don’t look at me! 


Please stay with that embarrassment. 
I have been living with it all my life! I am ashamed of everything I do! It is 
as if I don't even feel that I have the right to exist! 


e with both hands. 


ia Se S N 


(Naranjo, 1970, p. 56) 


therapy session (mother, father, 
dand ready to abrogate respon- 
r to deal more responsibly with 


S The second example is of a family 

teve) in which mother seems discourage 

aes The therapist is trying to help he 
€ Situation: 


M. Our trouble has been mostly with Steve . - - l l 
(interrupting) Tell him what you don’t like about his behavior. 
He knows very well what I don’t like It doesn’t help to tell him. 
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T. Then I suggest you consult your husband. That’s what husbands and wives 
are for. 


M. Iknow. I’ve talked to him but he’s not interested. 
T. Then I suggest you discuss that with your husband. 


M. I have but when I do he either ignores me or just gets mad at 
kids and spanks them. And I don’t think that’s the way to han 


it. 


T. Tell him. 
M. Ido. He won't listen to me. 
T. Then discuss that with him. 


(Kempler, 1970, pp. 154-155) 


Finally, we will look at how Perls (1970b) deals with dream material 


(taken from a 1966 workshop at the Esalen Institute). In this interaction, 


J. is asked by Perls to replay various parts of the dream, taking respons! 
bility for her feelings and actions: 


Perls: 


How old are you when you play this part? 

Well. I’m—in the department store. I’m only—anywhere from six fo 
ten or twelve, or, who knows? 

How old are you, really? 

Really? Thirty-one. 

Thirty-one. 

And she’s even dead. 


c= you talk as a thirty-one-year-old, to your mother? Can you be your 
age? 


Mother, I am thirty-one years old. I am quite capable of walking on MY 
own two legs. 


You notice the difference? Much less noise, and much more substanc® 
I can stand on my own legs. I can do anything I want to do. And Lan 
know what I want to do. 


a I don't need you. In fact, you're not even here 
when I did need you. So, why do you hang around? 
Can you say goodbye to her? Can you bury her? 


I 
Well, I can now, because I’m at the bottom of the slope, and wer 
come to the bottom, I stan 


q in this 
beautiful place d up. I stand up, and I walk aroun 


Can you say to your mother, 


: ‘ “Goodbye, Mother, rest in peace.” 
I think I did that in the drea 


m. Bye, Mother . . . Bye. (Weeps) 


Talk, Jean. You're doing great when you talk to your mother. 
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J: Bye, Mom. You couldn’t help what you did. You didn’t know any 
better. It wasn’t your fault that you had three boys first, and then you 
got me. You wanted another boy, and you didn’t want me—and you 
felt so bad after you found out I was a girl. You just tried to make it up 
to me—that’s all. You didn’t have to smother me. I forgive you., Mom. 


Just rest, mama. . . . I can go now. Sure, I can go— 
(Perls, 1970b, p. 221) 


As our three examples show, Gestalt therapy and theory are highly 
consistent. The therapist is concerned with wholeness and organization 
(consistency between motor and verbal behavior). He or she works in 
the present and always steers the patient back to the present. The 
therapist also tries to have the patient assume responsibility for feelings 
and actions (even in reporting dreams), thus helping the patient to 
confront life situations much more directly. 


The Encounter Group Movement 


In the more than three decades since the first T-group (T = training) was 
held in Bethel, Maine, in 1947, hundreds of thousands of individuals 
have Participated in small group encounters. During the 1960s and early 
1970s the proliferation of such groups was astounding (cf. Kilmann & 
Sotile, 1976; Smith, 1975). Although the groups differ in composition 
and aims, there are some basic similarities. For purposes of identification, 
all of these small group experiences will be called encounter groups (cf. 
Rogers, 1970).7 

Before describing the various groups, let us €x 


features they have in common. First, these group enc eel 
described as “group psychotherapy for the normal. That is, the partici- 


Pants are not considered clients or patients. However, since screening is 
Nonexistent or casual at best, it does appear that some individuals who 
are Psychologically impaired are often attracted to the group experience 
(a Glass, ireo), A Partis 197% Yalong Lieberman, (PrI Second, 

€ groups are generally small, ranging from six to twenty members. 


amine some of the 
ounters have been 


7. Th i i d t MIT resulted in the first T- 
© work i Í Ki Kurt Lewin and his students a 
> ae pea nai n of the National Training Laboratories (NTL) at 


“thel, Maine, with its national offices in Washington, D.C. NTL has been particularly concerned 
idite ini i i i inand Edd 
U97 Providing human relations training for industrial managers and leaders. (See Lubin and Eddy 


for a historical account of the laboratory training model.) 
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Third, members are often strangers to one another, but there are ors 
isting of couples and training laboratory exper 
group encounters consisting p d 
ences for individuals who work together. Fourth, the encoun ana 
described as “psychotherapy,” but obviously the parallel to — ae 
group psychotherapy exists. Certainly, the aim is to bring a aie 
behavioral and attitudinal change in the participants. The Natura canal 
ing Laboratory (NTL), for example, considers the Pepe ne 
tional. Also, some of the groups are formed purely for their - 
ment value (see American Psychiatric Association Task Force =a 
1970). Fifth, most of the groups have a leader, facilitator, or me 
whose style and activity tend to vary. Some of the “leaders” are tra ae 
mental health professionals; others are not. Sixth, almost all the gro = 
focus on the present (i.e., the immediate nature of the interaction a 
the participants). Seventh, the group experience encourages open, n oa 
defensive communication, considerable self-disclosure, emotional o 
pouring, and general honesty of communication. Confrontation is wa 
common but varies in its intensity across groups.’ Eighth, depending m 
the group, the length of time that it meets will vary. Some consist 0 ; 
continous experience spaced over time, as in standard group psycho 
therapy. Others may occur during a weekend, with breaks only for a 
meals, and toileting. Still others are marathon encounters, lasting wit 
out a break for hours on end (e.g., fifteen to twenty hours). iof 
Rogers (1970) has described ten different varieties of encoun ‘ 

groups. The T-group, working from a social psychological pon 
focuses on interpersonal relations skills and is construed by the leader a 
an education experience. The basic encounter group emphasizes or 
sonal growth and encourages confrontation between and among on 
members. The sensitivity group, according to Rogers, is similar to bO 


ê 
T-groups and encounter groups. The zask-oriented group, as the nam 
implies, focuses ona 


particular goal (usually interpersonal) in an indus 
trial context. Sensory awareness groups emphasize expression itoni 
physical means (e.g., dance, movement). Creativity workshops, y 
freedom of expression as the major thrust, emphasize art as the medi 
In the organizational development group, a primary goal is for : 
individual to develop | 


Bo oe sists 
eadership skills. This kind of group often con 
8. During an internship, 
hours twice a week. Ma 
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of individuals working in industry or other large organizations. Similarly, 
the ream building group is based in industry and is devoted to develop- 
ing an efficient and harmonious team of individuals. The Gestalt group 
has more of a therapeutic flavor, with the leader focusing on one 
individual at a time. Gestalt treatment strategies used in individual 
psychotherapy are applied here as well. Finally, there are the Synanon 
games, developed by the Synanon organization in California for treat- 
ment of drug addicts. These games are of a violent verbal nature (e.g., 
the “haircutting”) and attack the “defensive” structure of the partici- 
pants. When observed by outsiders, Synanon-like games appear to be 
unorganized “shouting matches.” 

Two other types of encounter groups have recently attracted atten- 
tion. One, the nude marathon (Bindrim, 1968), takes place in the nude, 
Usually in a swimming pool.? Although sexual expression is forbidden, 
hugging is permitted. The rationale for nudity is that when people are 
unclothed, their defensive structure is lowered. Thus, nudity is seen as 
fostering honest and open communication. A second new approach is a 
“large-group” experience (about 250 trainees at a time) known as the 
Erhard Seminars Training (est). As described by Glass et al. (1977), 
“The training is typically conducted in large hotel convention rooms. 
Trainees sit before a trainer who is located on an elevated central stage 
€quipped with a blackboard. Trainers employa confrontational, authori- 
tarian model and often respond to disagreement from the participants 
With intimidation and ridicule. The leader dictates a set of rules that 
include the following: no watches, no talking, unless recognized by the 
trainer, no leaving one’s seat, and no smoking, eating, or going to the 
bathroom except during announced breaks. Alcohol, drugs, and unpre- 
scribed medication are not permitted. Individuals who break the rules are 
Usually escorted from the room and may be dropped from the program. 

he usual training day begins in the early morning and continues for 
about 15 hours with two breaks. Trainees may eat only during the second 


break” (p, 245). 


The Process 


unter group experience often ask: 
f encounter groups undoubtedly 
t! It is very difficult to describe 


Those who have never had an enco 
aiat is it really like? Adherents 0! © 
Ould answer: Join one and experience 1 


9. Many encounter groups are most popular in the West, particularly in California. 
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the subtle nuances and range of emotional expression that occur. oa 
though no two encounter group sessions or groups are alike, and ee 
encounter groups have no prescribed direction,!° some basic pattern 
rends may be discerned. , 
i Carl Koger, one of the first clinical psychologists concerned ore 
the process of individual psychotherapy, has also traced nein hoe 
encounter group (Rogers, 1970), breaking it down into fifteen p oh 
These phases, although not entirely distinct from one another, app ai 
regardless of how long the encounter takes. They may not follow “ 
sequence from one group to the next, but they can be viewed as 
abstraction of the encounter group process. -ial 
The first phase is called “milling around.” This refers to the ini = 
discomfort and indecisiveness experienced by group members after t 
leader has stated that he or she will not take responsibility for directing 
the group. The group members realize that rhey must create any one 
that the group may eventually assume. Thus, during the group’s oon 
stages, many suggestions for structure will be proposed; most, if not all, 
will be rejected by the other participants. In the second phase, “resistance 
to personal expression and exploration,” group members present ani 
public facade rather than their private selves, “It is the public self tha 


members tend to show each other, and only gradually, fearfully, and 


ambivalently do they take steps to reveal something of the private self 
(Rogers, 1970, p. 17). 


In the third phase, 
group members begin 
they attempt to explo 
Phase four, “expressi 
to express true feelin 


“description of past feelings,” the defensiveness of 
s to break down. Gradually, almost tentative’: 
re feelings, but usually in the historical vein. ‘ 
on of negative feelings,” there is the first attemp" 
gs related to the here-and-now (i.e., what is occur 
group at the moment). Usually these feelings are pence 
eader is attacked for his or her lack of direction. The fit" 
Phase indicates the first “expression and exploration of personally mea? 


ingful material.” Consider Sam’s statement following another groUP 
member’s comment about his strength: 


Perhaps I’m not aware of or experiencing it that way, as strength. (Pause)! 
think, when I was talking with, I think it was the first day, I was talking t 
you, Tom, when inthe course ofthat, I expressed the genuine surprise | ha A 
the first time I realized that I could frighten someone—It really, it was 


10. Exceptions are the est and Gestalt encounter groups. 
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discovery that I had to just kind of look at and feel and get to know, you 
know, it was such a new experience for me. I was so used to the feeling of 
being frightened by others that it had never occurred to me that anyone 
could be—I guess it never had—that anyone could be frightened of me. And 


I guess maybe it has something to do with how I feel about myself. 
(Rogers, 1970, pp. 21-22) 


In phase six there is “the expression of immediate interpersonal 
feelings in the group.” At this point, members begin to talk about how 
Others affect them. Phase seven is “the development of a healing capacity 
In the group”—the ability of group members to deal empathically with 
the hurt and pain expressed by various participants. Phase eight is 
characterized by “self-acceptance and the beginning of change.” Rogers 
(1970) presents the following example that was recorded in an encounter 


&roup held with adolescents: 

Susan: Are you always so closed in when you're in your shell? 

An No, I’m so darn used to living with the shell, it doesn’t even bother me. 
I don’t even know the real me. I think I’ve, well, P’'ve pushed the shell 
away more here. When I'm out of my shell—only twice—once just a 
few minutes ago—l’m really me, 1 guess. But then I just sort of pull in 
a cord after me when I’m in my shell, and that’s almost all the time. 
And I leave the front standing outside when I’m back in the shell. 


Facil; And nobody's back in there with you? 

atis (Crying) Nobody else is in there with me, just me. I just pull everything 
into the shell and roll the shell up and shove it in my pocket. I take the 
shell, and the real me, and put it in my pocket where it’s safe. 1 guess 
that’s really the way I do it—I go into my shell and turn off the real 
world, And here—that’s what I want to do here in this group, y 
know—come out of my shell and actually throw it away. 


Lois: You're making progress already. At least you can talk about it. 


Facil: Yeah, The thing that's going to be hardest is to stay out of the shell. 
Iking about it I can come out 


al (Still crying) Well, yeah, if I can keep ta 
and stay out, but I’m gonna have to, y’ know, protect me. It hurts. It’s 

actually hurting to talk about it. e 

The next phase (nine) is labeled “the cracking of facades.” As part 

oft hin the group, there is both an implicit 


a complex interaction with 
explicit demand that parti 
Sroup begins to punish (verbally 
Bames of their everyday lives. When t 


cipants reveal their “true” selves. The 
) those who continue to play the social 
he group attempts to crack facades, 


